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The American Academy of General Practice is a nationo! 
association of physicians engaged in the general practice of 
medicine and surgery. It is dedicated to the belief that gen- 
! eral practice is the keystone of American medicine, and to 

the conviction that continuing study is the basis of sound 
| general practice. It is the role of GP, official publication of 
the Academy, to provide constantly the best postgraducte 
literature in all phases of general practice in its scientific 
i section. In other regular departments it carries articles and 
official reports pertinent to the work of the Academy's 15 
standing committees. 


GP is published monthly by the American Academy of 
General Practice. Materials for publication should be ad- 
dressed to the Editorial and Business Offices: Volker Boule- 
vard at Brookside, Kansas City 12, Missouri. Publication Of 
fice (printer): 350 East 22nd Street, Chicago 14, lilinois. One 
dollor a copy. By subscription: $5.00 a year to members of 
the American Academy of General Practice, $10.00 a year 
to others in U.S.A. $12.00 in Canada; $14.00 in other foreign 
countries. Entered as second-class matter at the post office 
at Kansas City 8, Missouri. Additional entry at Chicago, 
lilinois. Printed in U.S.A. by R.R.Donnelley & Sons Company 
at The lakeside Press, Chicago. Copyright 1958 by the 
American Academy of General Practice. 
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Radioisotopes and the General Physician . 
|. Phillips Frohman, M.D. 
Dr. Frohman sounds a note of optimism for the future clinical use 
of radioactive isotopes by qualified general practitioners, as well as a 
note of caution concerning the potential hazards of these useful 
agents. 


Donald B. Effier, M.D. 
A surgeon’s review of one of the commonest organic causes of indi- 


gestion in middle-aged and older people. 


The Bacteriologic Examination of Urine 
Leonard B. Berman, M.D. and Michael J. Reilly, M.D. 
This essay shows the importance of simple techniques for detection of 
urinary tract infection. 


Neurologic Study in Cases of Stupor and Coma 


Samuel F. Thomas, M.D. 

Using brief, illustrative cases, Dr. Thomas outlines the salient fea- 
tures in the differential diagnosis of the many causes of stupor and 
coma. 


The Uterine Cervix . 
Ansel Woodburn, M.D. 


The Social Component of Clinical Medicine 


Harry T. Phillips, M.D. 
The patient becomes ill in a social setting. That aspect of his illness 


deserves close attention—especially by the family physician. 


Current Attitudes About Atherosclerosis 


Donald S. Fredrickson, M.D. 
A series of questions—with answers that reflect current attitudes about 
pathogenesis and treatment. 


A Technique for Better X- my Visualization of the 


Irwin M. Siegel, M.D. 
Presentation of a method that affords better detail and clearer definition 


of fragmentation when a fracture is present. 
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A. B. Price, M.D. 
An essay to help in the preparation of good medical reports for disability 
evaluation under the OASI program. 


Studies on Cretinism 
Daniel D. Federman, M.D. 
Reconsideration of diagnosis and treatment—wtth reference to a special 
group of patients, the cretins with goiter. 
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Histoplasmosis . 

Michael L. Furcolow, M.D. 

A thorough, illustrated review of one of the commonest fungal diseases. 
The Generalist Looks at Constipation . 

W. E. Henrickson, M.D. 

A consideration of the causes of constipation—with recommendations for 
treatment according to cause. 


Signs of Patent Bronchus . 
Sol Katz, M.D. 
Associate Editor, GP 


Interviewing with Narcosis 
lan Stevenson, M.D. 


Indications and technique—with an appraisal of what to expect and 
what to avoid. 


Practical Therapeutics: 


The Treatment of Parkinsonism 
Kenneth R. Magee, M.D. 


A thorough consideration of a common neurologic disease—a disease 
that can best be treated by the family physician. 
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A Practical Approach to Pigmented Nevi and Related 
Lesions. Paut P. Pickerinc, and Watrer R. 
NICKEL, M.D. This review emphasizes the need for 
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the need for knowledge of the clinical signs of 
“impending” malignancy. 


Diagnosis and Management of the Cardiac Arrhythmias. 
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based in large part upon appreciation of methods 
of bedside diagnasis. 


& Rere “Common” Disease and a Common “Rore” 
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pitfalls of laboratory diagnosis in these two interest- 
ing entities, It is concluded that our ideas on the 
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qutre revtston. 
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are some thoughts on relationships with patients 
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larly in regard to our conversations and explana- 
tions of disease. 
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“This substance [Vitamin K,] 
has added greatly to the 
safety of anticoagulant therapy” 


reverse anticoagulant-induced hypoprothrombinemia 


VITAMIN Kj 


the only available preparation chemically identical with sadsivally-cliaecriale vitamin K,... 
“has a more prompt, more potent and more prolonged effect than theyitamin K analogues’”’ 


Dosage: “Orally, to thodify effects: 5 10 mar initially: 15 to 25 
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Ecorse (Some clinicians advise: their patients to4 : a supply of tablets on 
hand ‘at all times; if gross bleeding ur the patie its mye eatcabain to take 
mg. and phone the doctor.!) 


Supplied: Tablets, 5 mg., of 100. Emulsion, cach con- 
tains 50 mg., boxes of 6 ampuls. 


Other indications: To normalize tink surgery, in 
obstructive jaundice, hepatic disease, impaired gastrointestinal absorption, 
deficiency of yitamin K in the newborn, and following the administration 
of antibiotics, sulfonamides, and salicylates. “Mephyton’ is a valuable 


4 & addition to ti physician’s bag for emergency use. 
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1. Wright, I. S.: Early use of anticoagulants in treatment of myocardial infarction, J.A.M.A- 163: 918-921, March 16, 1957. 
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PUBLISHER’S MEMO 


GP GLEEFULLY adds its voice to the hue and cry for larger ele- 
ments of sense and honesty in the advertising of proprietary 
drugs via television, radio, newspapers and magazines. We 
aren’t, at the moment, concerned with the merits of any product 
and will, for that matter, always classify aspirin as a truly won- 
drous medication. 

It seems to us that any amateur semanticist could poke large 
holes in many of the ridiculous claims. For example, we’re 
told that one pain-killing preparation “acts twice as fast.” 
An entire campaign has been built around this theme and is 
obviously based on the regrettable fact that only a few people 
bother to ask twice as fast as what. Does it act twice as fast as 
a hot water bottle, twice as fast as a Hershey bar or twice as 
fast as a Colt .45? This is apparently a matter of little or no con- 
cern. The innocent consumer, naivete personified, blithely as- 
sumes that the preparation acts twice as fast as anything else 
and is, ergo, better than anything else. Given sufficient en- 
couragement, we could cite examples by the hour. 

In an effort to surround these claims with an aura of profes- 
sional respectability, some companies drag unsuspecting physi- 
cians into the act. This is done via questionnaires mailed by 
‘medical research bureaus,” “medical information agencies” or 
other shady, fly-by-night concerns. The doctor, anxious to co- 
operate, completes the questionnaire without the vaguest idea 
how the information will be used. 

Lately, we’ve heard a lot about a television industry code that 
supposedly polices video commercials. This is an excellent idea 
but it either hasn’t proved popular or it hasn’t any teeth. We 
still see the same tired commercials and listen to the same 
ridiculous claims. Every so often, during a man-in-a-white-coat 
commercial, we’re visually reminded that it’s “fa dramatization.” 
This message, flashed just above the visual threshold, means 
that the “doctor” isn’t a really truly doctor but is instead just 
another Thespian. This is television’s answer, based on the 
theory that it’s unwise (and unprofitable) to tamper with the 
sponsor’s pitch. We submit that it’s not a matter of who puts 
on the coat but is instead more closely related to what the 
*‘doctor” says and does. 

The policing or screening of advertising isn’t new to the 
world of medical journalism. For example, every ad in each issue 
of GP must meet rigid requirements concerning both factual 
accuracy and good taste. The policy pays dividends to both the 
reader and the advertiser. The reader knows that he’s being 
exposed to facts and this, in turn, gives him confidence in the 
product. 

Perhaps a certain amount of integrity will someday pervade 
the consumer media. It will happen only when an educated 
public takes the time to stop and think. 

—M.F.C. 
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REPORT FROM THE EXECUTIVE DIRECTOR 


OCTOBER 1958 


News of Significant Events 


UMW Fund Issues ? By denying almost 100,000 mine workers the right to name 

its Annual Report their own physician, the UMW Welfare and Retirement Fund 
figures it saved $1.4 million during its last fisoal year. 
During the year, fund payments for medical and hospital care 
dropped from $59.5 to $58.1 million. 

The number of beneficiaries dropped from 93,679 to 85,426 
and the number of hospital days from 1.6 to 1.5 million. The 
report does not adequately explain why the number of hospi- 
tal days dropped less than 1 per cent during a year when the 
number of beneficiaries dropped more than 10 per cent. 

With about one million miners and their dependents covered 
by the fund, each apparently sold, for $1.40, the right q 
to name his own physician. For less than he can earn in 30 : 
minutes, the miner was willing to let someone else plan his 
family's health care program. 


Eisenhower Signs >» Meanwhile, President Eisenhower signed the new welfare 
Welfare Fund Billi funds law, labeling it weak and ineffective. Under the law, 
union—management welfare funds are required to register with 
the Secretary of Labor and file annual reports available 

to all beneficiaries. Until now, many rank-and-file union . 
members have been completely in the dark. 

The President feels that the law is not strong enough to 
prevent corruption and adds that there is still no provision 
for dealing directly with "“embezzlements and kickbacks." 

The government, he points out, must still rely on individual 
members to institute costly litigation. 


Health Items Top =» The second session of the 85th Congress inflated the 
Legislative Review social security tax, fumbled the Jenkins—Keogh bill and 
regimented Medicare dependents. If the Forand bill had 
passed, organized medicine would have batted .000. 
Every election year, Congress ups the social security tax. 
What started as a l per cent tax on $2,400 ($24) is nowa 
23 per cent tax on $4,800 ($120). The tax will soar again in 
1960, 1963, 1966, 1969 and at the interim whims of Congress. 
Last year, the OASI program collected $8.3 billion and 
doled out $9.5 billion. Checks are currently going to 
11.9 million beneficiaries. 


Jenkins-Keogh Bill » Despite impressive gains and optimistic predictions, the 
Loses Close Race Jenkins—Keogh bill still has a rough road to travel. It 
breezed through the House but bogged down in the Senate 
Finance Committee. Opposition came from a vocal minority led 
by Senator Wayne Morse (?-—Ore.) and the Treasury Department. 
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Less Free Choice 
For Dependents 


Foreign Physicians 
Do Poorly on Test 


State Chapter Officers 
Attend Conference 


Morse fought to continue basic inequities and the Treasury 

Department cringed at the prospect of less tax revenue. 
There's no good reason to think that the opposition will 

relent between now and January. We're not optimistic. 


> Many Medicare dependents can no longer choose between 
civilian and military health care facilities. Under a new 
directive, those who live with their sponsors will be re- 
quired to use available military installations. 

This defeats the entire purpose of the Medicare progran. 
As pointed out here two months ago, the implementing direct- 
ive clearly states that eligible dependents "shall have free 
choice between uniformed service medical facilities and 
civilian medical facilities." 

Medicare officials point out that inadequate funds may 


make it necessary to shut down the civilian phase entirely. 
Despite the emphasis on budget problems, don't overlook 


other facts and figures. 
In 1956, the births—per—day rate in military hospitals 


was 159; last year it dropped to 113. This doesn't speak 


well for military facility services and creates a distinct 
wealth of empty beds. This, in turn, prompts suggestions 
that hospitals be closed and no one in Congress will sacri- 
fice votes simply to improve the economic outlook. 


>» Roughly 50 per cent of the foreign-trained physicians who 
recently took a certification test failed, Dr. I. S. Geetter 
last month told American Hospital Association convention 
delegates. Only 152 of the 298 candidates passed the 
examination. 

The test is part of a program sponsored by the Educational 
Council for Foreign Medical Graduates. It was launched last 
fall with the blessings of the AMA, the AHA, the Association 
of American Medical Colleges and the Federation of State 
Medical Boards. 

Dr. Dean F. Smiley, the council's executive director, 
conceded that the nature of the examination contributed 
to the "poor results." Some of the doctors were slow 
readers and other were unfamiliar with multiple-choice 
techniques. About 1,100 candidates have since taken the 
test but results have not yet been announced. 


> More than 120 state chapter representatives attended the 
September 20-21 State Officers' Conference in Kansas City. 
Key program topics included hospital relations, postgrad- 
uate education, convention planning, publishing techniques 
and membership campaigns. SOC Chairman Bernard Harpole, 
Portland, Ore., directed the two-day program. 

On Friday, September 19, more than 400 doctors registered 
for the Second Annual Symposium on Infectious Diseases, 
jointly sponsored by the Academy and the Kansas University 
Medical Center with a grant from Lederle Laboratories. 
Six prominent medical experts highlighted diagnostic and 
therapeutic techniques used to combat staphylococcal 
infections. For details, see page 216-A. 
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the umque nitrofurans eliminate 


problem pathogens 


problem pathogen: Staphylococcus aureus 


“The ability of this organism to adjust to its antibiotic environment 
is one of the major problems in medicine today.’’* 


FURACIN CASE REPORT : STAPHYLOCOCCAL OSTEOMYELITIS 


Severe compound fracture of right foot led to a large, 
open ulcerated wound on the sole, with tarsal bones 
exposed and necrotic. Despite extensive debridement, 
removal of necrotic bone and attempted closure with 
a pedicle flap, the wound failed to heal and developed 
considerable purulent drainage. 


Culture of pus revealed Staphylococcus aureus, re- 
sistant to all antibiotics tested, but sensitive to 
FuURACIN. Daily irrigation was instituted, employing 
1 part of FURACIN Solution to 4 parts normal saline. 
Depths of the wound were reached with a long #20 
needle on a 20 cc. syringe. 


Purulent drainage decreased considerably within a 
few days, stopped completely after 2 weeks of irriga- 
tion with FURACIN Solution. The open space beneath 
the pedicle flap gradually filled with healthy granula- 
tion tissue, and 6 weeks after institution of FURACIN 
treatment, healing was complete. 


In clinical use for more than 12 years and today the most widely prescribed 
single topical antibacterial, FURACIN—like other nitrofurans—remains effec- 
tive against pathogens which have developed, or are prone to develop, resist- 


ance to antibiotics. 
FURACIN 
| N brand of nitrofurazone 


Available as Soluble Dressing, Soluble Powder, or 
Solution. Also in Vaginal and Urethral Suppositories 


ew 
WITROFURANS | 


and in special formulations for eye, ear and nose. 
Products of *Koch, R., and Donnell, G.: California Med. 87:313, 1957. tr 
Eaton Research EATON LABORATORIES, NORWICH, NEW YORK 
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General Medicine: J. H. Comroe, Jr., M.p., Hillsborough, Calif. ; 
Harry Gold, m.p., New York, N.Y.; Harold Jeghers, m.v., 
Jersey City, N.J.; John C. Krantz, Jr., pH.p., Baltimore, Md.; 
John P. Merrill, m.p., Boston, Mass.; William D. Paul, m.p., 
Iowa City, Ia.; Wallace M. Yater, m.p., Washington, D.C. 


General Surgery: Arthur W. Allen, m.p., Boston, Mass.; H. Glenn 
Bell, m.p., San Francisco, Calif.; Frederick A. Coller, m.p., 
Ann Arbor, Mich.; L. Kraeer Ferguson, M.p., Philadelphia, 
Pa.; Philip Thorek, m.p., Chicago, IIl. 


CHRONIC 
BRONCHITIS 


Of 
INFECTIOUS — 
DERMATITIS? 


Hematology: Robert J. Gilston, m.p., Amsterdam, N.Y.; William 
J. Harrington, m.p., St. Louis, Mo. 


Industrial Medicine: Earl F. Lutz, m.p., Detroit, Mich. 


Military Medicine and Civil Defense: Gen. William R. Lovelace, 
M.D., Albuquerque, N.M. 


Neoplastic Diseases: Leland R. Cowan, m.p., Salt Lake City, Utah 


Neurology and Neurologic Surgery: Howard C. Naffziger, M.p., San 
Francisco, Calif.; James L. O’Leary, m.p., St. Louis, Mo. 


Obstetrics and Gynecology: Allan C. Barnes, M.D., Cleveland, 
Ohio; Robert J. Crossen, M.p., St. Louis, Mo.; Ernest W. 


Page, M.D., Berkeley, Calif.; John L. Parks, m.p., Washington, 
D.C. 


Ophthalmology: Francis H. Adler, m.p., Philadelphia, Pa.; Law- 
rence T. Post, M.p., St. Louis, Mo. 


Oral and Plastic Surgery: Paul W. Greeley, M.p., Chicago, IIl.; 
V. H. D. Kazanjian, M.p., Boston, Mass. 


Orthopedic Surgery: Edward L. Compere, m.p., Chicago, Ill.; 
William Green, M.D., Boston, Mass. - 


Otolaryngology: Dean M. Lierle, m.p., Iowa City, Ia. 


Pathology and Laboratory Medicine: Douglas Sprunt, m.p., Mem- 
phis, Tenn. 


Pediatrics: Harry Bakwin, m.p., New York, N.Y.; Frederic G. 
Burke, m.p., Washington, D.C.; James Hughes, m.p., Mem- 
phis, Tenn.; Irvine McQuarrie, m.p., Oakland, Calif. 


Physical Medicine and Rehabilitation: Howard A. Rusk, m.p., New 
York, N.Y. 


Preventive Medicine, Public Health and Statistics: Odin Anderson, 


pH.D., New York, N.Y.; Leonard Scheele, m.p., Washington, 
D.C. 


Psychiatry: O. Spurgeon English, m.p., Philadelphia, Pa.; R. A. 
Matthews, m.p., Harrisburg, Pa.; Ian Stevenson, M.D., Char- 
lottesville, Va.; Stewart Wolf, m.p., Oklahoma City, Okla. 


Radiology: Ross Golden, m.p., Los Angeles, Calif.; E. P. Pender- : ACCELERATE THE 
Pa.; Leo G. Rigler, m.v., Los RECOVERY 


Rheumatic Disorders and Arthritis: W. Paul Holbrook, m.p., Tuc- PROCESS WITH 
son, Ariz. 


Tropical Medicine: William A, Sodeman, u.p., Philadelphia, Pa. : VAR DAS L 


Urology: J. A. Campbell Colston, m.p., Baltimore, Md.; Robert LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 
Lich, u.v., Louisville, Ky. Pearl River, New York 
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|. Phillips Frohman, M.D., author of “Radioisotopes and the General 
Physician,” is well known in medical literature. A founder of the District of 
Columbia Academy of General Practice, he has written over 30 papers, edited 
AAGP Abstracts three years and was editor of the 1957 J.A.M.A. Clinical 
Abstracts. Dr. Frohman served as president of the District of Columbia chapter 
two years and was AMA general practice section chairman in 1956. A member of 
the D.C. Medical Society Journal editorial board and of the American Medical 
Writers’ Association’s board of directors, Dr. Frohman lists raising fancy iris 
and boxers as his hobbies. Page 74 


This Month's Authors 


Michael L. Furcolow, M.D. is associate clinical professor of medicine, 
University of Kansas School of Medicine, Kansas City, Kan., and a regular corps 
medical director, USPHS. His early days in medicine were spent at Yale Uni- 
versity Medical School, followed by an internship at New York’s Bellevue 
Hospital and a University of Kansas hospital residency. He has been with the 
USPHS 20 years, and has done research on the tuberculin test, tuberculous and 
fungus diseases of the chest and viral diseases. During World War II, he worked 
with civilian public health in North Africa and Sicily. Dr. Furcolow is the author 


of *Histoplasmosis.” 


Kenneth R. Magee, M.D., associate professor of neurology at the University 
of Michigan, has written the fourth article of that school’s Practical Therapeutics 
series. He received his medical degree from the University of Chicago, then 
went to Michigan for an internship and residency. Dr. Magee was a clinical 
associate at the National Institute of Neurological Diseases and Blindness from 
1954 to 1956, during which time he was clinical assistant professor of neurology 
at Georgetown University. He is currently a consultant neurologist at Ann 
Arbor’s Veterans Administration hospital. Dr. Magee’s article is entitled “The 


Page 117 


Treatment of Parkinsonism.” Page 138 


Arthur B. Price, M.D., chief medical consultant to the division of disability 
operations—OASI, has been with the USPHS since 1934. In the intervening 
years, Dr. Price has had PHS hospital duty in Seattle, San Francisco, Norfolk 
and at the U.S. Coast Guard Academy, New London, Conn., and quarantine and 
immigration duty, Terminal Island, Calif. Other assignments have included 
service on the Health Resources Advisory staff, Office of Defense Mobilization, 
and as regional medical director of the USPHS’s region III. Since 1955, he has 
directed the “disability freeze” program, Baltimore, Md. Dr. Price has written 
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**The Doctor’s Role in Disability Evaluation.” 


Samuel F. Thomas, M.D. is an associate in neurology at New York’s Columbia 
University. The author of ‘Neurologic Study in Cases of Stupor and Coma,” Dr. 
Thomas is also associate attending neurologist, Neurological Institute, and 
associate attending psychiatrist and attending physician neurologist, St. Luke’s 
hospital, New York, where he served both his internship and residency. He 
graduated from Columbia’s College of Physicians and Surgeons in 1940 and was 
in the neuropsychiatric services, Army Air Force from 1943 to 1946. Dr. 
Thomas is a member of the New York Neurological Society and the American 
Psychiatric Association. Page 87 
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READILY 
ABSORBED 


REMARKABLY 
WELL TOLERATED 


EXTREMELY 
PALATABLE 


AVOIDS 
UNCERTAINTIES OF 
ENTERIC-COATED 
TABLETS AND 
DANGERS OF 
INTRAVENOUS 
POTASSIUM 


WARREN-TEED 


Yanmaceyic® 


18 


ie Squeeze of modern diuretics 
mammates excess fluids — but loss 
> of potassium is unavoidable 


It must be replaced. 
use 


elixir 
(Potassium Gluconate, W-T) 
A tablespoonful of KAON Elixir twice daily (30 cc.) 
supplies the normal daily potassium requirement 
(38.4 mEq.)—approximately equal to the elemental 


potassium in one fifth gallon of orange juice. One 
teaspoonful (5 cc) = 6.4 mEq. of K in 500 mg. KCI. 


WITH ADRENAL CORTICOID THERAPY, 
KAON IS USEFUL IN PREVENTING 
POTASSIUM DEPLETION. 


References: W. J. Kolff, “Acute Renal Failure: Causes 
and Treatment,” The Medical Clinics of 
North America, 30:1052 (July 1955). 


Peter Forsham, “Symposium on Adrenal 
a Therapy,” Metabolism, 7:19 (Jan. 


THE WARREN-TEED PRODUCTS COMPANY 
COLUMBUS 8, OHIO 
Dallas Chattanooga Los Angeles Portland 
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Quality: First and Always 


Dear Sirs: 

The “Annual Report of the Executive Director” (August 
1958 GP) is laudable, but it leaves me with this question 
about the purpose of the Academy: Is our goal big member- 
ship or good membership? 


The. specialist-general practitioner is often a would-be . 


specialist who didn’t succeed, rather than a real family 
doctor with a special interest. It will not turn medical 
students to the AAGP for us to accept the cast-offs of 
the specialties. 


Howarp F. Long, 
Dixon, Calif. 


If the 1958 report of the executive director (and publisher) 
failed to emphasize that the Academy’s aim is and always has 
been for quality not quantity membership, it was undoubtedly 
because that tenet has been expressed so often in preceding 
annual reports. As far back as 1951 he was noting, “For 
the past 30 months, almost without deviation, new members 
have been enrolled in the Academy at the remarkably steady 
rate of about 250 every month. Now this is not as many 
members as we should like to have. But, I think we should 
make a grave error if we sacrificed what we have already 
gained in our desire to hasten the growth of this still-young 
organization. 

Still again in 1953: “Our aim is to be able to boast 
that we have the best men in general practice within the 
Academy, not that we have the most. There is a vast dif- 
ference between these two concepts, and, as mentioned before, 
the basic raison d’etre of the Academy is involved.” 

And in 1955: °°... we must assure that the Academy is 
looked upon as a select society to which only men of proven 
worth may gain admittance and in which they may retain 
membership only by demonstrating a desire and willingness 
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LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


to constantly continue their medical study. With this concept 
of the Academy’s purpose, the Board of Directors has differed 
with those who would make numbers alone a primary goal 


of the organization. Our aim is to make membership in the 


American Academy of General Practice an indication of 


superior quality. ’’—PUBLISHER 


Heartening Support 


Dear Sirs: 

I have just had the opportunity of reading the June 
issue of GP and the executive director’s newsletter. The 
comments relative to the recent Justice Department action 
against the polio vaccine producers are indeed appreciated. 

We have been heartened by some 600 letters and tele- 
grams from physicians, pharmacists and the general public. 
All but a handful of these have been favorable to our 
position. There have also been a surprising number of 
editorials in newspapers throughout the country (over 
200 at the present count), and all but two or three of 
these have been critical of the Justice Department’s action. 

It is certainly pleasing to have friends who will speak 
up for you. Thank you for your comments. 

Joun F. Mopratt 
Director 
Employee Communications & 
Public Relations 
Eli Lilly and Company 
Indianapolis, Ind. 


Food for Thought 


Dear Sirs: 


I am writing to you because my family doctor gave me 
your address with the assurance that your organization is 
interested in maintaining high medical ethics. 
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Yours Truly... 


smber 4 


“Try not to worry — 
Everything humanly possible is being done.” 


Satisfied 
with the 

usual cough 
remedies? 


—do you find that the local soothing effect of cough syrups is not enough? 
—are you concerned about the side effects of codeine? 
—do you find that many remedies decrease cough productivity? 


—do you have patients who do not cooperate fully 
because of cumbersome forms of issue and too frequent dosage? 


I have read a statement issued by Dr. Abner J. Moss 
of Hollywood that I think is definitely detrimental. lH 
said, “Breast feeding is only for mothers who are stuck out 
in the country two miles from the nearest house and with 
nothing else to do.” I am enclosing a clipping from our 
local paper to verify this. 

I don’t intend to debate the advisability of breast 
feeding, as I know any intelligent person recognizes that 
it is the most preferable way an infant can be nourished. 

I was just completely appalled that a member of the 
medical profession could pronounce such a stupid, asinine 
opinion. But the real injustice is that this was a wire 
story sent out by the UPI to newspapers all over the 
country and read by many impressionable fans and young 
people who are to form their own decisions on feeding 
their babies. 

I would very much like to see a public retraction by 
Dr. Abner J. Moss. 

Mrs. B. J. OGLEspy 
Lubbock, Tex. 


Never Too Late 


Dear Sirs: 

While reading the February 1955 Reader ’s Digest, | came 
upon the article, “Family Doctor: Model 1955,” and in this 
article your address. May I have a list of those doctors 
who are Academy members, and who, according to the 
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me 
this 
lors 


the 


article, are considered the most capable and up to date. I 
live in the New York City vicinity. 

Jupirn A. TurNEeR 
Springdale, Conn. 


This letter confirms our secret suspicion that physicians 
are not the only species who are tardy readers. Happily, 
the service referred to by the Reader’s Digest article more 
than three years ago is still in great demand. As requested, 
the list of physician-members in her area is now in Reader 
Turner’s 


An Alternative 


Dear Dr. Zako: 

I read your correspondence with Dr. DeTar in GP with 
the greatest interest. However, I am taking the liberty 
of giving you different advice: 

Why don’t you come to the Pecos Valley in New Mexico 
and jump into a busy and varied general practice among 
very congenial people in a wealthy farming area? 

Let me explain to you. I did general practice for 15 
years in The Netherlands in one of the residential suburbs 
of Amsterdam and suffered more and more under the in- 
creasing limitations imposed by an overload of specialists, 
limited or no staff privileges, etc. Since 1953 I have en- 
joyed the freedom and wide opportunities of general 
practice in this last frontier state. 


AVERAGE ADULT DOSAGE: 100 mg. t.i.d. 

In refractory cough, up to 6 perles (600 mg.) 
aday may be given. 

AVERAGE DOSAGE FOR CHILDREN UNDER 10: 
One Pediatric Perle (50 mg.) #.i.d. 


SUPPLIED: TESSALON Perles, 100 mg. (yellow). 
Pediatric Peries, 50 mg. (red). 


Pediatric Perles available Oct. 1, 1958. 
Shane, S. Krzyski, T. K., and Copp, S. €.: 
Genad. A.J. 77:600 (Sept. 15) 1957. 
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not... 

here’s why you 
should try new 
Tessalon Perles 


* controls cough by dual action—in the chest as well as at cough centers of the brain. 
#242 times as effective as codeine’ without the side effects of codeine. 

controls cough frequency without decreasing productivity or expectoration. 

+ Perles offer convenient, precise dosage and relief for 3 to 8 hours. 


Now I am 51 years old and because my children will be 
ready for college in the near future and because of a very 
good offer of a partnership in one of the college towns of 
this state I will leave this practice at the end of the year. 

This means that most probably the medical care of 
between 4,000 and 6,000 people in the area will be inade- 
quately covered. 

Please do not misunderstand me, I don’t want to sell 
anything to anybody. I only want to try and introduce an 
ambitious interested young physician, to whom I can turn 
over my records, to these people here who are entitled to 
conscientious medical care. You can get staff membership 
and full privileges in two ultra modern accredited hospitals 
in Roswell, 25 miles from here, where you will find a most 
congenial staff of general practitioners and specialists, 
ready to cooperate and help at any time. 

My suggestion is: Come down here and work with me 
for some time and consider that time your “residency” in 
general practice. Meanwhile you would have to prepare 
yourself for the State Board exams and by January 1959 
you would be ready to take charge of a most gratifying— 
medically and financially—general practice in a most at- 
tractive rural area of the ‘Land of Enchantment.” Do this 
for four or five years and then you will know what appeals 
most to you and the world will still be wide open to you, 
only with this difference: You will have accumulated 
experience and a very nice bank balance, which will allow 
you any move you want to make. 
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Think it over, Dr. Zako, and if you are interested, 
write me or call me. 

J. P. Voure, M.p. 
Hagerman, N.M. 


For a Yank in Canada 


Dear Sirs: 

I am an American going to medical school in Canada. 
Recently I noticed a letter in my father’s issue of GP 
about general practice residencies. Since there are several 
here interested in these, I am taking it upon ‘myself to 
drop you a line requesting a list of residencies. 

I should like to say that GP is certainly one of the 
finest, if not the best, journals my father receives. I 
never miss a chance to remove articles that help me in 
my school work—to my father’s dismay when he’s reading. 

James A. McKiiop 
London, Ontario 


Adrian Needs Doctor 


Dear Sirs: 

The business and professional men of Adrian, Mo. are 
interested in helping to find a doctor to take over one of 
the largest practices in Bates County. The present phy- 


sician who has been hospitalized is unable to resume is 
practice. 

Adrian, with a population of more than 1,000, is located 
60 miles south of Kansas City, Mo. on Highway 71. The 
city has new grade and high schools with over 500 en- 
rollment. There is an annual state water analysis. There 
are six religious denominations, very active Chamber of 
Commerce and Lions Club, lodges and other clubs. 

A new 50-bed hospital is under construction just ten 
miles away. Local ambulance service is available to all 
hospitals in the area. 

Any interested physician should contact either the Lions 
Club or the Chamber of Commerce in Adrian. 

Lions 
Adrian, Mo. 


Group Interest 


Dear Sirs: 

Because of the tremendous influx of people into Central 
Florida, we would like to expand our group practice. 
At present we are looking for a general practitioner, who 
is Florida licensed or eligible for such a license, to work 
the first year for $10,000 net, plus a percentage of in- 
crease. He could become a partner after one year. We 
would also be interested in a resident physician, at 


Merrell 


SInceis?2 


THE WM. S. MERRELL COMPANY 
New York - CINCINNAT! - St. Thomas, Ontario 
Another Exclusive Product of Original Merrell Research 


WITH THE FIRST DAY’S DOSE 


you'll see renewed vitality—even before you 
notice the “tonic” effect of ALERTONIC vitamin- 
mineral supplementation. 


TRADEMARKS: “ALERTONIC,* MERATRAN® 
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$500 per month net. He could expect a raise in six months. 
R. R. Sessions, M.D. 
d Kissimmee Hospital, Inc. 
ae Kissimmee, Fla. 
n- 
re New Faces 
Dear Sirs: 
" With all the discussion of new names I want to suggest 
all one that strikes me as appropriate. I like to be called a 
General Family Physician. 
ini Rosert W. RENCK, M.D. 
Oakland, Calif. 
On the Right Path 
Dear Sirs: 
Enclosed please find $5 for one year’s subscription for 
Dr. Anthony Ziegler who is interning at Baptist General 
l Hospital in Nashville, Tenn. He is a very capable young man 
- who as yet has not decided in which field of medicine he 
ie wishes to practice. He has strong inclinations towards gen- 
\ : eral practice. Any help you can give this young man will 
+a certainly be appreciated. 
We Francis I. NICOLLE, M.D. 
New Orleans, La. 


.--BRIGHTEN THE OUTLOOK ... NOURISH THE BODY 


ALERTONIC alerts the listless, blue pa- Supplementary B-vitamins and miner- 
tient, brightens his outlook fast,- con- als give a needed lift to poor appetite 
tains a safe, effective psychic energizer.* | and metabolism. py 


Prescription only. One tablespoon t.i.d. Professional literature and samples on request. Write Dept. AT 
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“| haven't lost ANYTHING . . . 
I'm getting a SHOT!” 
i, 

n- 

number! 25 


AN AMES CLINIQUICK 


CLINICAL BRIEFS FOR MODERN PRACTICE 


a PRIOR INSULIN 


TO TOLBUTAMIDE IN 143 PATIENTS. 


13% 


can selected diabetics on insulin be 
changed over to tolbutamide on an 


ambulatory or outpatient basis? 


Yes. By gradually reducing insulin dosage during the change-over and 
by frequent daily testing of the urine—by the patient—for sugar and 
ketone bodies. 

Source—Sugar, S. J. N.: Ann. New York Acad. Sc. 7/:256 (July 10) 1957. 


for the change-over from insulin 


COLOR CALI B RAT ED C LI N ITEST’ Reagent Tablets 


the STANDARDIZED urine-sugar test for reliable quantitative estimations 
...Standard “plus” system...standard blue-to-orange spectrum 


with CLINITEST prescribe 


ACETEST° Reagent Tablets—rapid, reliable test for ketonuria 


BRAND 


or the NEW “dip-and-read” test for ketonuria 


KETOSTIX Reagent Strips 


TRADEMARK 


AMES COMPANY, INC ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 45958 
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Is AMA Ailing? 


Au his subjects take a keen interest in the health 
of the King of the realm. Indeed, by watching his 
behavior, they try to divine his physical and mental 
status. They don’t pay much attention when his 
personal physician makes a call. Such visits are 
routine, and it is well known that the physician is 
an old friend and a trusted. counselor. It’s another 
story when a group of consultants is called in. Then 
the King’s subjects think the worst. They assume that 
he is sick until proved well. 

For some time, people have been guessing, as they 
naturally would, about the health of AMA. They 
had noticed that a number of voluntary health agencies 
had assumed strong leadership in health matters. 
Did this mean that AMA was losing strength or 
interest? Or, was the old boy just giving his children 
a place in the sun? Then there was the growing 
reputation of AMA for being against things. There 
seemed to be trouble in communicating with the 
public—even a tendency to neglect or disregard 
public opinion. Was this an indication of the kind 
of intellectual rigidity that could mean cerebral soften- 
ing? Or, was this evidence of the steadfastness of 
purpose that marks an experienced leader? 

Then, you’ll remember, the day came when the 
consultants, Heller and Associates, were called in. 
“Public” reaction was what might have been expected, 
Many people instantly assumed that AMA must be 
sick. A bulletin was issued. The consultation was for 
purposes only of a routine check-up. AMA looks 
hearty, it. said. There had been no loss of weight 
or strength. There was no evidence of anemia. 

Well, the bulletin was reassuring. But some doubts 
remained. It had to be assumed that AMA was having 
symptoms. Otherwise, why did the consultants write 
certain prescriptions, and why were some rather intri- 
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Editorials 


cate laboratory tests being run—tests like the Alesen 
Committee, the Commission on Medical Care Plans 
and the Committee to Study Scientific Activities? 

So, it had to be surmised, by the very nature of 
things, that the title of this editorial should be 
answered in the affirmative. But what of it? All good 
clinicians know that the presence of a few symptoms 
doesn’t necessarily mean organic illness. When a 
patient looks healthy and complains of sluggishness 
or fatigue or disinterest, there is always the possi- 
bility of a neurosis. Often, all that is needed is a 
little manipulation of the environment or just a care- 
ful self-reappraisal for the purpose of making a fresh 
start at coping with life’s mission. 


Management Audits in Hospitals Also 


Tuere has been a high level of interest in standards for 
medical care in hospitals and in medical and surgical 
audits in recent years. Physicians may be surprised to 
learn that hospital management is also interested in 
systematic appraisals of management performance. 

Management audits have been developed by the 
American Institute of Management. It believes that 
there are ten fundamental principles which should be 
used as a basic guide in management in any organiza- 
tion. In its systematic appraisal of management per- 
formance in hospitals, the following factors are con- 
sidered and evaluated: social function, organizational 
structure, growth of facilities, development program, 
patient care, fiscal policies, operating efficiency, trustee 
analysis, administration and scientific leadership. 

In evaluating organization structure, the American 
Institute of Management points out the importance of 
understanding and clearly defining the distinction be- 
tween policy making and administration. To rate high 
in this area, the governing board should determine 
over-all policy but delegate the responsibility of daily 
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administration to the administrator. Such delegation 
of responsibility for administration and management 
should be carried on down through department heads. 
Coordination can be maintained through weekly de- 
partmental head meetings. 

For a hospital to obtain a rating of excellence in 
management, there must be mutual respect and under- 
standing among members of the governing board, the 
medical staff and the administrator. The keystone of 
the management edifice is the administrator. He must 
be well trained for his position and given the respon- 
sibility and authority to carry out his assignment in 
everyday management of the hospital. 

The AIM insists that hospitals and other not-for- 
profit institutions follow the same basic standards of 
management as is necessary for a successful business 
organization. It urges that “the distinction between 
policy-making and administration be well understood 
by those who manage the affairs of the institution.” 
In reporting on one well-run not-for-profit institution, 
AIM emphasized that “‘the officers and directors, either 
collectively or through committees, determine over-all 
policies and in the words of the president, ‘the board 
lets the administrator run the hospital and holds him 
responsible’.” 

Periodic audits of the hospital organization and man- 
agement should prove very beneficial to the physicians 
on the staff, as well as to the public. The American 
Institute of Management has stated that in the various 
fields of enterprise, hospitals are in the greatest need 
of good management. Hospital costs are rising steadily ; 
advances in medical science are creating a continual 
need to expand the hospital and add new expensive 
equipment. Improved management and increased 
operating efficiency are essential if hospitals are to 
keep up with progress in the field. 


A Problem Unresolved 


IN AN EARLIER EDITORIAL, GP commented on the dis- 
pute between the voluntary health agencies and United 
Funds. The echo of that dispute resounded in the 
House of Delegates at the June meeting of the Ameri- 
can Medical Association. The result was an action that 
was later interpreted in a newspaper headline as “AMA 
Throws Punch at United Crusades.” 

Three similar resolutions on voluntary health agen- 
cies had been considered by the Reference Committee 
on Hygiene, Public Health and Industrial Health. The 
Committee recommended adoption of a substitute 
resolution, as follows: 

“Whereas, The objectives of the voluntary health 
agencies are laudable; and 
“Whereas, These agencies have a distinguished 
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record of contributions to the health and medical car: 
of the American people; and 

“Whereas, The House of Delegates in December, 
1957 expressed commendation of such agencies; anc| 

‘Whereas, It is evident that there have arisen seri- 
ous problems concerned with the raising and distri- 
bution of funds since the development of the concept 
of united community effort; and 

‘Whereas, The Committee on Relationships be- 
tween Medicine and Allied Health Agencies has al- 
ready collected information on the activities of the 
voluntary agencies and the United Funds; therefore 
be it 

**Resolved, That the Board of Trustees be requested 
to arrange a top-level conference with the voluntary 
health agencies, the United Funds, the American Medi- 
cal Research Foundation and other parties interested 
in the raising of funds for health causes, with the view 
of resolving these difficulties.” 

The House of Delegates was quite ready to reaffirm 
support of the voluntary health agencies but beyond 
that, the delegates indicated strong disapproval of the 
Committee’s recommendation. Instead, they chose to 
record the belief that the agencies “should be free to 
conduct their own campaigns of fund raising and pub- 
lic education . . .” and to enjoin the American Medical 
Research Foundation to “take no action which would 
endanger the constructive activities of the voluntary 
health agencies.” That last vague statement seemed 
intended to imply that the Foundation should refrain 
from helping the United Funds to spend the money 
they might want to allocate for medical research. 
Moreover, gone was the idea that the Board of Trustees 
arrange “a top-level conference” with the view of re- 
solving difficulties between voluntary agencies and 
United Funds. 

It is difficult to condone an attitude of opposition 
to that “top-level conference.” True, spokesmen for 
the voluntary health agencies report that they have 
had no success in top-level meetings with United 
Funds, but it might well be that an AMA-sponsored 
meeting would provide an opportunity for reconcili- 
ation of conflicting views. As it is, the action of the 
House of Delegates will be interpreted by some people 
as an indication that AMA has refused to serve as a 
mediator—even that AMA is opposed to reconcilia- 
tion. The impression will grow that the voluntary 
health agencies were wagging the AMA. 

Some spokesmen for voluntary health agencies 
openly gloated over the “victory” they had won in 
June. But their elation must have been short-lived. 
Early in July, the announcement was made that there 
is to be a “union” of United Funds and the National 
Fund for Medical Education—an arrangement where- 
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by United Funds will supply money to the NFME for 
the purpose of supporting “basic medical research on 
a national level.” It was evident more than ever that 
the voluntary health agencies have an unresolved 
problem. 


Insurance and Social Security 


Tue American Life Convention and the Life Insurance 
Association of America, boasting a combined member- 
ship of 266 life insurance companies, recently dis- 
tributed an 18-point statement listing collective senti- 
ments and opinions. GP, always anxious to know where 
the other fellow stands, read the statement with sincere 
and objective interest. 

Thirteen of the 18 points survived careful scrutiny. 
We had no questions and we didn’t disagree. It’s hard 
to argue with a man who contends that the social se- 
curity structure should be sound and well-balanced. 
Any discussion would obviously involve degrees and 
definitions but the premise makes sense. We also agree 
that overliberalization can have grave economic conse- 
quences. Too much of almost anything is to be de- 
plored. 

With 11 other points, we see almost eye-to-eye with 
the ALC and the LIAA. It’s the remaining five that 
caused us to raise an eyebrow and ask some searching 
questions. 

Point 9: As a matter of principle, the OASDI system 
should cover all employed and self-employed persons. 
However, in applying this principle to the few groups re- 
maining excluded, Congress should take some account of 
the wishes of the members of each group. 

This impresses us as an ambiguous way of straddling 
the fence and saying absolutely nothing. What is this 
soul-shattering principle that’s supposedly involved ? 
We assume it’s the tired, old contention, cached in 
euphemistic terms, that the system won’t work unless 
everyone comes under the blanket of compulsory cov- 
erage. Seldom, if ever, does anyone ask why it won’t 
work on a voluntary basis. It’s an embarrassing ques- 
tion, to be avoided at all costs. The simple truth is that 
the system won’t work unless there are people pouring 
money in without a prayer of getting it back. It’s essen- 
tially an income-redistribution plan and if anyone is to 
get back more than he’s put in, someone else is going 
to have to put in more than he’ll get back. Very simple. 
But our question, directed to both insurance associa- 
tions, is whether they favor or oppose compulsory 
coverage? In passing, we pause only to point out that 
we’re weary of hearing assorted politicians contend that 
voluntary coverage is unthinkable. It falls in that cate- 
gory only when the over-all objective is acknowledged to 
be the creeping redistribution of income. If voluntary 
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retirement income plans are per se unthinkable, then 
the insurance industry is perpetrating pure fraud. 

Point 10: The maintenance of a retirement test, or 
‘work clause”’ in the OASDI legislation is essential to 
avoid the payments of unneeded benefits to persons with 
regular, full-time earnings. The “‘work clause’’ should 
be so devised that the individual would always have some 
financial wucentive to increase his productive efforts and 
earnings. 

Here again it’s essential to accept the income redis- 
tribution feature. Otherwise, a participant would be 
entitled to benefits despite his amount of earned income. 
The question, here directed to all thinking people, goes 
back to primary objectives, avowed and otherwise. Is it 
fundamentally fair to deprive a man of benefits simply 
because he has enough ambition to continue working ? 
He has possibly made substantial contributions but 
these will be largely discounted if he chooses to stay on 
the job. 

There is also an element of contradiction involved. If 
you chop off a slice of benefits, do you encourage a man 
to work—or encourage him to quit? 

Point 11: So-called “ner ”? provisions, under 
which an individual’s OASDI benefit amount increases 
automatically on a basis of the length of time he has been 
covered by the system, are unsound. No such provisions, 
whether applying to coverage before or after age 65, should 
be reintroduced into the OASDI legislation. 

This refers to a provision that was removed in 1950. 
Our question: Has any private insurance company ever 
offered a plan that pays equal benefits without respect to 
total amounts paid in? The booklet in question again 
raises the question of need. This need is an important 
facet but must it be allowed to dominate the program to 
the complete exclusion of all other considerations? It 
may seem singularly foreign to the welfare state philos- 
ophy but would it hurt for someone to stand up and 
suggest that the man who makes the largest contribu- 
tion deserves the largest return? For some obscure 
reason, the insurance industry suggests that the govern- 
ment either ignore or throw away the book of sound 
economic theory and its place in a democracy. 

Point 12: Increasingly, individuals qualify for month- 
ly benefits under both the OASDI system and one or more 
other governmental benefit systems in a combined amount 
that is excessive and unjustifiable. Existing legislation 
should be strengthened so that the total of benefits will be 
reduced appropriately in such instances. 

Although swathed in different words, it’s the same 
suggestion: Deny benefits that have accumulated via 
continuing contributions. A certain amount of econ- 
omy is certainly commendable but if benefits are going 
to be denied, let’s first cut those that never involved a 
contribution. 
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In short, we feel that what a man pays in, he’s entitled 
to take out. If the insurance industry disagrees and is 
willing to endorse concepts that are entirely alien to its 
own economic principles, this is of course its established 
prerogative. 


The Power of Hospital Trustees 


MENTION has been made in these pages before that the 
prevailing weight of legal authority vests in voluntary 
hospital boards of trustees almost autocratic powers 
over rights and privileges of the medical staff. 

Now a recent Connecticut decision adds further 
precedent to support this contention, and an amended 
County Hospital Law in Michigan explicitly extends 
similar powers to county hospital trustees in that state. 
The right to curtail surgical privileges of Dr. Ralph 
Edson, a general practitioner, was the central issue in 
the Connecticut case. Trouble began in 1954 when 
Derby, Conn’s. Griffin Hospital introduced changes 
in its by-laws. Surgical privileges of some 20 staff 
associates were curtailed by the reorganization. Dr. 
Edson, a member of the hospital staff for ten years, 
was prohibited from performing cholecystectomies 
and certain gynecologic procedures. 

A public controversy arose and Dr. Edson’s lawsuit 
followed. 

Boiled down, the court decision in favor of the hos- 
pital holds that the rules adopted are similar to those 
of standard hospitals, reasonable and in accord with 
modern hospital practice. Provisions for dividing the 
medical staff into several classes are reasonable, says 
the court, and rules for staff appointments “tend to 
maintain a high degree of skill and integrity.” 

Citing earlier decisions the court stated: ‘“The gen- 
eral rule seems to be that a private hospital has the right 
to exclude any physician from practicing therein and 
such exclusion rests with the sound discretion of the 
managing authorities.” The hospital practice of a phy- 
sician is a “privilege” not a vested or constitutional 
“right,” said the court. 

Michigan’s new law gives county hospital trustees the 
right to institute policies governing the professional 
work, surgical privileges and conduct of physicians 
using the hospital facilities. 

Supported by the Michigan State Medical Society, 
the amended law replaces sections passed in 1913 which 


absolute. right to employ his own physician in county 
hospitals. Under the old law, any type of healer licensed 
by the state, including osteopaths, could presumably 
practice in county hospitals as a matter of right. 

Purpose of the new bill, says the Michigan Hospital 
Association, is to give ‘‘adequate authority to hospital 
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gave all practitioners equal privileges and the patient . 


trustees to make rules and regulations in their own 
hospitals which will insure that patients will receive 
the same benefits and safeguards for patients in other 
hospitals in the state.” 

One may feel, as Micawber did, that “If the law says 
that, the law is a ass, a idiot.” The fact remains thai 
these two illustrations show the status and the trend of 
the law governing the rights and privileges of physicians 
in voluntary hospitals. 


Soviet Medical Research 


AT THE HEARINGS of the Senate Committee on Ap- 
propriations in 1956, the observation was made 
that medical scientists in the USSR know about 
medical developments in the United States, whereas 
medical scientists here know little or nothing about 
Soviet medical research. As a consequence, the Com- 
mittee requested the National Institutes of Health to 
set up a program whereby information about the 
Soviet medical developments would be more readily 
available to American medical scientists. As a part of 
that program or as a prelude to it, Herner conducted 
an interview study of 500 medical scientists “to define 
the extent and character of the need for Soviet medical 
research information among American medical scien- 
tists.”” The results, as reported in Science for July 4, 
1958, indicate that the need is great in the sense that 
medical scientists in this country have little or no 
familiarity with what is going on in the USSR. 

Herner’s study purposely directed the interviews 
toward medical scientists most likely to have some 
familiarity with Soviet medical research. Even among 
this group, it was found that little is known about 
the Soviet medical development. This could be ac- 
counted for by the language barrier and by the iack 
of anything comparable to the broad and intensive 
Soviet program for gathering foreign information 
and translating it. Moreover, United States scientists 
seemed uninterested. Herner intimated that this is due 
to lack of familiarity and that the situation is likely to 
be self-perpetuating unless something is done to make 
the results of Soviet research accessible. 

In the past several years, there has been a growing 
interest in the United States about Soviet scientific 
research of all kinds. That interest stems, in large 
part, from national pride and from the fear of being 
left behind—a fear that has been intensified by specific 
Soviet technologic developments. It remains to be 
seen whether there are valid reasons for such fear in 
connection with medical science. As Herner sees it, 
acceptance or rejection of Soviet medical research by 
medical scientists in the United States will depend 
ultimately upon the quality and nature of that research. 
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Graduate Education for the General Practitioner 
of the Future 


THE LONG-AWAITED progress report of the AMA’s 
Committee on Preparation for General Practice was 
submitted to the House of Delegates last June. Its 
tentative recommendations were far-reaching. 

Reflecting the opinion of representatives of the 
Academy, the Association of American Medical Col- 
leges, and the AMA Council on Medical Education 
and Hospitals, the report undoubtedly will be an im- 
portant basis for discussion and planning among 
everyone interested in the training of future family 
doctors. In fact the Academy’s MUSE Committee is 
studying it now. The significance of the report’s pro- 
posals is such that all general practitioners, and educa- 
tors in every field of medicine, should study it carefully. 

The committee’s basic premise is “that primary con- 
sideration should be given to an educational experience 
enabling the physician to provide medical care for all 
members of the family irrespective of age.” 

To accomplish the purpose of providing adequate 
training for those who will assume such an obligation, 
a minimum of two years is considered necessary. This 
would be planned as a unified whole, not as one year of 
rotating internship followed by one of residency. 

A basic 18-month period is devoted entirely to 
general medicine (including pediatrics and psychia- 
try). The opportunity for up to six months of training 
in obstetrics is required. Throughout the two years, 
the trainee would be given assignments in the emer- 
gency room. 

The committee states in summary: “The proposed 
two-year program should assure the opportunity for 
adequate preparation of the physician to provide 
medical care to all members of the family. Any physi- 
aan planning to undertake obstetrics other than uncom- 
plicated obstetrics, or surgery other than minor surgery, 
should have additional adequate training.” 

The committee has reached two conclusions that 
could be termed “fundamental.” The first is that the 
family doctor of the future will be a general practi- 
tioner of medicine whose basic function will be to 
serve the medical needs of people of all ages. In ad- 
dition, he may engage in major surgical or obstetric 
practice provided he obtains additional training. 

This is the committee’s second conclusion—that 
any general practitioner who wishes to expand the 
scope of his practice may do so provided he spends 
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extra time in training to become qualified for assuming 
additional responsibilities. The committee does not 
say how he may qualify, but it is expected that a later 
report will be specific in this regard. 

This report is strictly what its name says, a progress 
report. The committee has invited comments and sug- 
gestions in tne hope that it will have a broad base of 
opinion for making its decisions. 

Academy members will find much to agree with in 
these proposals. For one thing, the basic program ad- 
vocated encompasses what is generally recognized 
even now as “basic” general practice—general medi- 
cine (adult and pediatric), normal obstetrics, minor 
surgery and the primary management of trauma. For 
another, the principle of permitting an individual 
physician to widen the scope of his practice, if he pre- 
pares himself to do so, is reiterated. 

On the other hand, members are sure to ask ques- 
tions about several points. One facet certain to de- 
mand elaboration is the exact nature of the “addi- 
tional” training needed for general practitioners who 
intend to qualify for more than basic surgery or obstet- 
rics. The right of the physician to determine the scope 
of his practice must be reconciled with the patient’s 
right to have a competent doctor operate on him. 

The only thing that might remotely be considered 
new or revolutionary is setting the minimum period of 
hospital training at two years. Anyone who stops to 
consider the vast amount of medical knowledge that 
today’s students must absorb can hardly call it un- 
reasonable. Several years ago the Academy recognized 
the value of training beyond the one-year internship. 

The committee has not finished its work. All it has 
done up to now is establish certain fundamental prin- 
ciples and state in rather general terms how it expects 
to translate those principles into a sound program of 
graduate education for general practice. Next it will 
seek consultation. Finally, it will make specific and 
detailed proposals regarding the preparation needed 
for general practitioners of the future. 

The family doctor of tomorrow is beginning to take 
form. The American Academy of General Practice is 
playing a major part shaping him. His status in society 
and the function he will serve are to be determined on 
the basis of the needs of the people and the changing 
dimensions of medical knowledge. 

One thing is certain: The thought and planning that 
are being exercised to determine his educational needs 
are characterized by care and thoroughness. Such 
efforts are likely to produce the answers we seek—and 
to insure the perpetuation of the kind of family doc- 
tor the public needs. 

—Louts F. Rrrretmeyer, JR., M.D. 
University of Mississippi Medical Center 


73 


of | 

de 

ut 

as 

to 

he 

ily 

of 

ted 

ine 4 

cal 

en- | 

4, 

hat 

no 3 
a 

j 

= 


\ 


\ 


= 

| 

— WN WS 

- RADIANT ENERGY 

— 3 

1144 


GENERAL PHYSICIANS are at the same stage in the use of 
radioisotopes as many of the older family doctors were 
in relation to diagnostic x-ray some 30 or more years 
ago. Little did those physicians realize that today there 
would be over 20,000 diagnostic x-ray units in use by 
general physicians throughout this country. 

Before long, with the aid of the intelligent and for- 
ward-thinking radioisotope specialists, physicians will 
be properly educated in this new and important field 
of medicine. Already, in a recent meeting of the scien- 
tific council of the American College of Radiology, the 
suggestion was made to include courses in radiation 
biology in our medical schools. I hope that radioiso- 
tope education is included in this suggested teaching 
curriculum. 

The role of the general physician in his relationship 
with radioisotopes and the radioisotope specialist is no 
different from his relationship with specialists in other 
fields such as surgery, dermatology, radiology or car- 
diology. We must first understand the purpose and 
present-day uses of radioisotopes, and we must know 
what these elements, in experienced hands, have to 
offer our patients. We must likewise know the risks in- 
volved in their use—even in experienced hands. 

Radioisotope education in medical schools, and 
postgraduate education at the university centers by 
specialists in this field will be combined with a greater 
production at less expense of the necessary and im- 
proved equipment for radioisotope work. I predict that 
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Principles and applications of radioisotopes will be a part 
of the standard medical school curriculum eventually. For now, 

the radioisotope specialist is a consultant for the general practitioner. 
As in the case of other consultant specialties, the referring physician 
must know what can be offered his patient, as well as 

the potential hazards. Research and clinical applications 

of these agents are limitless. Diagnosis and therapy 

of many diseases are facilitated. But the prevention 

of deleterious effects, and their prompt recognition when they occur, 
are primary consideratwns for all physwians. 


Radioisotopes and the General Physician 


I. PHILLIPS FROHMAN, M.D. 
Washington, D. C. 


within a decade the use of radioisotopes for diagnosis 
and treatment will be a part of the office procedure of 
many general physicians in this and other countries. 


Radioisotopes in Pharmacologic Research 


The use of radioactive drugs in pharmacologic re- 
search will probably be one of the most important uses 
of these substances in the near future. The radioiso- 
tope technique permits the detection of minute amounts 
of a drug and also its metabolic products. It is possible 
to detect as little as 0.02 microgram of unchanged 
digitoxin. These drugs can be studied at either their 
therapeutic or at subtoxic dosage level. Radioactive 
carbon (C“) has been introduced into morphine, 
nicotine, atropine, colchicine and podophyllotoxin for 
pharmacologic study. 


Clinical Uses of Radioisotopes 


ANEMIA 


In the differential diagnosis of anemia, the clinical 
use of radioisotopes has been of the utmost help. Red 
blood cells tagged with chromium and other isotopes 
offer new diagnostic tools for use in such a problem. 
The physician may refer his problem patient to the 
proper specialist for evaluation before the usual “‘shot- 
gun” treatment, or the “hit or miss” approach. 

The basic defect in pernicious anemia is a permanent 
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deficiency of gastric intrinsic factor so that absorp- 
tion of vitamin By from the gastrointestinal tract 
is inadequate. Injections of By do not influence this 
defect. Thus, the demonstration of faulty absorp- 
tion establishes the diagnosis of pernicious anemia 
despite prior treatment. When vitamin Bi: tagged with 
radioactive cobalt is administered orally, those patients 
with no absorption defect excrete up to 33 per cent of 
the radioactivity in the feces. An additional 5.8 to 24 
per cent of the radioactive vitamin is recovered in the 
urine. In pernicious anemia, the fecal excretion of the 
labeled vitamin is increased, varying from 45 to 100 
per cent, and the urinary excretion is decreased to 0.2 
to 6.8 per cent. 

Radioactive iron (Fe®) has been of great help in in- 
vestigating the complexities of iron metabolism and 
erythropoiesis in man. It has also been used for re- 
search and diagnostic studies that often have been 
helpful in therapy. The oral feeding of small amounts 
of Fe® has provided much information concerning the 
absorption and metabolism of iron in normal persons 
and in those suffering with various types of anemias. 


Tuyroiw DISEASE 


When isotopes of many elements became available, 
research physicians believed that internally introduced 
radioactive materials would permit the selective irradi- 
ation of various body organs or systems. Unfortunately 
this has not been the case. Today, iodine is the only 
element commonly being used because of its particular 
metabolic properties and its tendency to concentrate 
in a specific organ. The use of I'*', the most commonly 
used radioactive isotope, in the reduction of hyper- 
thyroidism is well known by all physicians. 


Heart DIsEASE 


I! has been used to induce hypothyroidism in se- 
lected cases of intractable angina pectoris and conges- 
tive failure. Here the reduction of the total body me- 
tabolism can reduce the systemic circulatory require- 
ments within the cardiac reserve, and some patients 
can then maintain a comfortable existence at reduced 
activity. Onset of clinical improvement appears from 
two to six months after beginning this therapy. This is 
less hazardous and less shocking in selected cases than 
abrupt surgery with its concomitant after-effects. 
This procedure is not used in many patients at this 
time. 


Tumors 


Radioactive colloids have been used in increasing 
amounts in the past few years. When colloids are in- 
jected interstitially, they tend to remain near the site 
of injection, probably by adsorption on cell surfaces. 
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Some of the colloid is phagocytized and carried to lym- 
phatic channels, and if properly controlled this might 
be a real advantage. Since these colloids show lack of 
specificity, complete injection of neoplastic tissue is 
required. This can seldom be accomplished. 

Intravenously administered colloids are rapidly con- 
centrated in the reticuloendothelial tissue and this 
property of specific concentration was promptly 
adapted to isotope therapy. While it appears that much: 
of the colloid therapy is palliative, there are hopes for 
more permanent results. 

Radioactive gold has been used in some forms of 
leukemia and Hodgkin’s disease, and remissions up to 
18 months have been reported. 

Radiophosphorus (P®) was the first radioisotope 
used in therapy. It had been anticipated that this 
isotope would be concentrated in the nuclei of all 
rapidly growing cells. Early hopes have not been fully 
realized. At this time the therapeutic use of radiophos- 
phorus is almost restricted to the treatment of polycy- 
themia vera and to palliation in plasma cell myeloma. 
P® used in the treatment of superficial skin lesions 
such as basal cell carcinoma, hyperkeratosis and heman- 
giomas has also been satisfactory. Blotting paper is cut 
to the exact size and shape of the lesion and a known 
amount of the P® solution is absorbed on the paper 
and dried. Applying this to the lesion, for a period of 
time calculated to give the required therapeutic dose, 
has yielded excellent results. The advantage of this 
method is that larger doses can be given with practically 
none going to the surrounding or underlying tissue. 


TUMOR LOCALIZATION 


Tumors of the eye may be differentiated from hemor- 
rhage behind the retina because they retain more P®. 
P® is taken up by rapidly metabolizing tissues; hence 
neoplastic tissues generally show greater concentra- 
tions of P® than do normal surrounding tissues. Low- 
Beer showed a 25 per cent greater uptake 24 to 48 
hours after administration in breast tumors. If the 
tumor is small or deeply seated it may give a false nega- 
tive test; therefore a biopsy should also be done. This 
may be important in evaluating the effect of radiation 
or hormone therapy on malignant lesions of the breast, 
since they interfere with the concentration of P® in 
tumors. Likewise, there is a greater concentration of 
this radioisotope in brain tumors. 

A correct diagnosis was made in four out of six pa- 
tients with testicular enlargements. In 31 patients, 15 
were suspected to have malignant tumors, but via the 
radioisotope technique actually 23 patients had malig- 
nant tumors and eight had inflammatory reaction. 
However, occasionally inflammatory lesions also show 
an avidity for P®. 
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Bopy Fium AND CIRCULATION MEASUREMENTS 


Determining body fluid volumes by “dilution” of 
isotopes can be vastly important in major surgical or 
burn cases, in the regulation of fluids in patients with 
cardiac decompensation or kidney failure and in the 
diagnosis of hematologic diseases such as polycythemia. 

Plasma volume, erythrocyte volume, extracellular 
fluid volume, total body water and cerebrospinal fluid 
volume are a few of the various fluid compartments and 
areas that may be measured. 

In cardiovascular disease, isotopes may be used to 
determine circulation time. Radioactive iodinated 
albumin is rapidly injected into a vein. By means of a 
scintillation counter over the precordium, it may be 
detected and timed when it reaches the heart and it 
may be detected and timed again by another instru- 
ment when it reaches an extremity. 

Radioactive iodinated albumin may also be used to 
determine the patency of the arterial circulation to an 
extremity. After systemic injection, counts are ob- 
tained over the extremity in question and compared to 
counts obtained over a similar area on the normal op- 
posite extremity. We then assume that if lesser activity 
is encountered over one extremity, it is due to de- 
creased circulation. 

In fractures about the head and neck of the femur, it 
is of value in many instances to know if there is a poor 
vascular supply to this area of the bone. An intra- 
venous dose of P® is given about one hour before hip 
nailing, and at the time of surgery two small pieces of 
bone are removed from the trochanteric region. The 
P® content of each is determined. Few cases of bone 
necrosis occur in those patients where the bone indi- 
cates a good blood supply. (Thirty to 40 per cent of 
hips nailed develop avascular necrosis). 


Radioisotopes in Industry 


Over 60 per cent of all industrial medicine and 
surgery in this country is done by the general physi- 
cians, and the majority of this industrial practice is 
away from the source of employment or “off-plant,” 
or in the field. Therefore, it assuredly behooves the 
general physician who is engaged in industrial medi- 
cine to know some of the uses for which isotopes 
are employed. 

More than 100,000 shipments of radioisotopes have 
been made to almost 4,000 institutions in the United 
States, and among these institutions there were 
1,200 different industrial companies. Perhaps one 
of these may be one of the companies for which you, 
the reader, may be doing industrial practice. Mention 
of but a few of the uses of these isotopes in industry 
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might very well serve to stimulate you to inquire about 
the use of these products in the plants you serve. _ 

Certain boilers are inspected by use of radioisotopes 
as are process-control instruments such as the carbon- 
hydrogen analyzer. The application of the radioisotope 
thickness gauge, to measure and to control the thick- 
ness of all kinds of materials, such as plastics, sheet 
metal, paper, leather and textiles, is one of the more 
common uses. 

In the field application of radioisotopes, the radio- 
active material itself is not used as a sealed source, 
and therefore may find its way into products that are 
offered for sale to the general public. In pipeline trans- 
portation or shipping of different kinds of oil over the 
same pipeline over long distances, contamination of 
the different oils occurred quite frequently due to 
accidental mixing of the oils. Previously “grab- 
samples” were taken every so often and when a dif- 
ferent oil was coming along the pipeline, the oil was 
shunted into another tank or line to prevent mixing 
the different grades, and thus prevent cross contamina- 
tion. Now, the injection of radioisotopes such as 
Sb" into the boundary between the two kinds of oil is 
done, and the operator at the terminal station waits 
until the arrival of the boundary is signaled by the 
clicking of the Geiger counter strapped to the pipe- 
line; then he simply turns off one valve and shunts the 
different oil into another line to the proper tank and 
thus prevents contamination. This is now so ar- 
ranged that it is done automatically. 

Radioiodine as I'*' is used in the oil fields in certain 
oil wells that have a diminished flow due to the parti- 
cles of limestone which plug up part of the porous 
strata of the well even though the well might be a good 
producer. In these instances expensive hydrochloric 
acid is then forced down the well under pressure to 
dissolve some of the limestone and re-establish the oil 
flow. This is called oil-well-acidizing. To cut down 
on the acid waste and to know just how much acid to 
put into the wells, small amounts of radioiodine are 
added to the acid in the wells and a Geiger counter 
lowered into the well to determine the level of the acid 
layer in the casing. Thus the acid level can be con- 
trolled and the acid waste is diminished. 

Radiophosphorus is being used to measure the total 
phosphorus content of molten iron, and radiocobalt 
to tag the rosin in the rosin-core of solder and to lower 
the starting voltage in fluorescent lamps. 


Toxicity of Internally Deposited Isotopes 


It is not enough for the physician to understand that 
certain tests can be accomplished with the use of radio- 
isotopes. More important, we must know the toxic 
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effects of these radioactive materials that result from 
overdosage and prolonged exposure. 

Many of our patients work in industrial plants where 
these materials are used fairly extensively, or in re- 
search laboratories where vast quantities of a variety of 
radioisotopes are used experimentally. These are ex- 
cellent candidates for overexposure to radioactivity. In 
industry, the usual traumatic injuries combined with 
exposure to and contamination with radioactive sub- 
stances place us in a position of added responsibility. 
Many of our patients may be unknowingly exposed. 

Radioactive substances may be introduced into the 
body by inhalation, ingestion, injection, percutaneous 
absorption or contamination of wounds. In the con- 
tamination of wounds this could very well occur from 
penetrating objects contaminated with radioisotopes 
or by surface contamination of an open wound. Knowl- 
edge of the work in which the patient is engaged is 
most important. 

Absorption of radioactive substances occurs quite 
readily from such wounds, and the amount or extent 
of such absorption depends on the physical and 
chemical characteristics of the radioisotope. Likewise 
absorption is dependent upon the nature of the wound 
—its depth, location, area and extent and the vas- 
cularity of the tissue exposed. Grave consideration 
must be given to the penetration of these substances 
beyond the wound area, the multiplicity of wounds, 
the time elapsed before treatment and discovery of the 
wound and the exposure. 


Acute Radiation Syndrome 


The real danger in the normal use of radioisotopes 
and in accidental exposure is the lack of knowledge 
of the signs and symptoms of the acute radiation 
syndrome. The findings in the initial stage of this 
syndrome may be nausea, vomiting, prostration and 
diarrhea, with reduced food and water intake. The 
early phase of shock may be followed by more definitive 
acute radiation effects manifested in the more highly 
radiosensitive tissues of the body—the blood-forming 
organs, the gastrointestinal tract and the gonads. 

In a laboratory examination of exposed patients, 
there is depression of the white cell count, increased 
sedimentation rate, reduced glucose absorption by 
the intestinal tract and decreased gastric and in- 
testinal motility. Following this, some of the later 
deleterious results may be vasomotor collapse, emacia- 
tion, loss of hair, anemia, thrombocytopenia, increased 
bleeding tendency, and terminally, widespread hemor- 
rhages and generalized infection. 

It is during the insidious and early symptom phase 
that we must be on the alert. Perhaps by early diag- 
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nosis we can prevent the destructive phase of coi- 
tinued contamination and increased toxicity. 


Dangers in Routine Use of Isotopes 


Will our patients in the future receive an excess of 
radioisotopes even for diagnostic tests? Will toxic 
effects be the consequence of internally deposited, 
slowly excreted, long-lived isotopes present in small 
amounts? I am sure I do not know. The answer to 
these and other questions trouble the learned scientists 
and specialists in this field. 

It behooves all physicians to understand that such 
elements as radium, strontium, yttrium, cerium, ura- 
nium and plutonium are termed “bone seekers.” Cases 
of radium absorption in humans have been found to 
be associated with spotty necrosis of bones, pathologic 
fractures and malignant bone tumors. 

Malignant bone tumors have been found in rabbits 
given radium, and in rats surviving radioactive phos- 
phorus (P*) given intravenously. It has been found 
in rats that polonium (Po™®) leads to tumors of the 
kidney and adrenal glands, and the ingestion of 
radioactive yttrium (Y®) leads to adenocarcinomas 
of the colon. P® has been found to be leukemogenic 
for mice, and in these animals, liver adenomas have 
been produced by radiogold (Au). Functioning, 
transplantable pituitary tumors have been induced by 
radioactive iodine. 

I present some of these facts not as an alarmist, 
but merely to refresh our memories that in the thera- 
peutic and diagnostic use of radioisotopes and other 
radiant energy we must forever remember to keep 
the immediate and the long-term radiation exposure— 
no matter the source—to the smallest amount possible. 

Clinical use of radioactive isotopes is rapidly chang- 
ing and progressing. We cannot truly anticipate the 
many possible uses of these substances in the future. 
It is necessary to spend considerable time in training 
and understanding these substances and their ap- 
plications in the practice of medicine. For the future, 
when all of the medical schools, I sincerely hope, 
will be well staffed with medical radiation biologists, 
students, interns and residents will have a greater 
comprehensive knowledge of these subjects. They will 
spend more time in this highly specialized field, and 


there will emerge the practicing physician with radio- J , 
biologic training and a greater knowledge of the pa- J ,, 
tient in his relationship with radioisotopes. s 
Perhaps then these agents will become routine ff 4 
agents in daily use in the physician’s office. d 
T 

A coupon for ordering a bibliography accompanying this article p 
may be found adjacent to or near the Index to Advertisers. te 
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Mucu has been written about hiatal hernia, but little 
has been said of the practical aspects of this disease. 
The gastroenterologist and the radiologist have spiced 
the literature with descriptive terms that, outside of 
their special fields, may confuse rather than clarify this 
common clinical entity. Emphasis upon detail rather 
than upon fundamental has placed this common dis- 
ease in a nebulous realm that is entered only by the 
qualified specialist. This is unfortunate, for it actually 
isa disservice to the countless patients who call upon 
general practitioners for relief from symptomatic hiatal 
hernia. 

In medical practice, awareness and understanding of 
a disease determine the frequency of diagnosis. Per- 
sistent pain in the right lower quadrant alerts every 
physician to the possibility of appendiceal disease. 
However, heartburn and indigestion after meals and in 
recumbency present a symptom complex often misin- 
terpreted, or ignored—even though it points to hiatal 
hernia, the most common benign disease of the gastro- 


| intestinal tract that is encountered after the age of 40 


years. 

All practicing physicians, regardless of their special 
interests in clinical medicine, are exposed to patients 
suffering from this common entity in the gastrointesti- 
nal tract. Indeed, a high percentage of patients who 
are labeled as dyspeptics, sufferers from gallbladder 
disease, and those who are consigned to the “crock” 
classification, may well have symptomatic hiatal, hernia. 
The failure of the medical profession to recognize and 
properly to treat the symptomatic hiatal hernia is at- 
tested to by the financial success of those who peddle 
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Hiatal Hernia 


DONALD B. EFFLER, M.D. 


The Cleveland Clinic Foundation 
and The Frank E. Bunts Educational Institute 
Cleveland, Ohio 


There are two types of hiatal hernia—the pulsion (85 per cent of 
cases) and the traction or short esophagus. The outstanding symp- 
tom is heartburn—notuweable after meals, in recumbency, or with 
any act that increases intra-abdominal pressure. Complications 
include bleeding, peptic ulceration and obstruction. Although cure 
depends upon surgical correction of the anatomic defect, medical 
therapy often provides satisfactory control of symptoms. 


patent antacids across the counters of every drugstore 
and almost every restaurant. By default, the practicing 
physician encourages an overwhelming majority of 
patients with symptomatic hiatal hernia to practice 
drugstore diagnosis and self-medication. . 

The physician who becomes interested in the subject 
of hiatal hernia and who acquires reasonable experience 
with this clinical entity arrives at several basic con- 
clusions: 

1. The disease is extremely common. 

2. It is not difficult to recognize from a diagnostic 
standpoint. 

3. With proper selection of therapy, complete relief 
of symptoms may be achieved in almost every case. 


Experience 


Records in the Department of Thoracic Surgery at 
The Cleveland Clinic Foundation reveal that 350 pa- 
tients have had operative correction of symptomatic 
or complicated hiatal hernia since 1949. This repre- 
sents from 15 to 20 per cent of all the patients in whom 
the diagnosis of hiatal hernia was established and for 
whom some form of therapy was recommended. A sta- 
tistical breakdown of these surgical cases was made, 
but will not be presented at this time. As mentioned 
above, overemphasis of detail frequently detracts from 
the fundamentals that are of particular importance to 
the practicing physician. Interest in the training of 
surgical residents has led us to emphasize features of 
this clinical entity that become increasingly apparent 
with added experience. 
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Figure 1. A surgeon’s classification of hiatal hernia. The figure on 
the left represents the pulsion type hernia commonly referred to as 
paraesophageal. The motivating force of herniation comes from 
within the abdominal cavity. In the majority of cases the esophagus 
‘ ts quite normal in length and is free of disease. The thoracic stom- 
Py ach characteristically demonstrates hypertrophy and hyperemia of 
: the gastric rugae. The figure on the right illustrates the traction 
: type of hiatal hernia with short esophagus. This type of hiatal 
hernia is less common and represents approximately 15 per cent 
of those encountered in clinical practice. 
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Figure 2. A cartoon to emphasize the motivating force of herniation 

through the esophageal hiatus. The figure on the left (pulsion) 

illustrates the force exerted by intra-abdominal pressure. The 

figure on the right (traction) depicts the mechanism of hiatal 

hernia related to short esophagus. In this type the stomach is liter- 
, ally dragged into the thorax by muscular contraction of the diseased 
esophagus. 


Classification 


Akerlund’s original classification described thee 
types of hiatal hernia: (1) paraesophageal; (2) pulsion; 
and (3) short esophagus. Since that time many addi- 
tional terms have been employed. Many of these terms 
have distinct merit, but any effort to combine them all 
results only in confusion. The more elaborate the 
classification and the more exotic the terminology, the 
less will be the interest of the nonspecialist who is al- 
ready swamped with the innumerable details of a 
widely general practice. 

Basically, all hiatal hernias fall into two types: (1) 
the majority that are literally pushed (pulsion) through 
the weakened esophageal hiatus by intra-abdominal 
pressure, and (2) the less common type where the 
stomach is drawn (by traction) into the mediastinum 
by the contracting shortened esophagus (Figures 1 
and 2). 

It is my belief that more than 85 per cent of hiatal 
hernias are of the pulsion type. In other words, the 
mechanism of herniation is related to an increased ab- 
dominal pressure that produces thrust on the weakened 
esophageal hiatus. The traction type of hiatal hernia, 
much less common, is characterized by a short esopha- 
gus. The traction type of hiatal hernia is more difficult 
to diagnose and presents a greater problem in surgical 
management. 


Symptoms 


The outstanding symptom of hiatal hernia is heart- 
burn, or pyrosis. The classical picture of symptomatic 
hiatal hernia is seen in the middle-aged patient who 
has heartburn immediately or shortly after each meal. 
This patient usually has no symptoms with an empty 
stomach, but has pyrosis after meals; the character of 
his diet seems to make little difference. Heartburn is 
common in recumbency, particularly in the small hours 
of the night, and the practice of keeping antacids at 
bedside is common. 

Such a patient may have regurgitation, particularly 
on bending over or when lifting objects, as the in- 
creased intra-abdominal pressure extrudes gastric 
juices into the lower esophagus. Almost invariably 
this patient has sought relief with baking soda, pro- 
prietary medicines, or with a form of ulcer regimen 
recommended by his personal physician. Not infre- 
quently this patient has been subjected to elective 
cholecystectomy without lasting benefit. 

Troublesome dysphagia, similar to cardiospasm, is? 
feature of short esophagus in the traction type of hiatal 
hernia. Dysphagia plus heartburn are almost pathog- 
nomonic of this serious entity. » 
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Complications 


There is a tendency in medical writings to be careless 
in differentiating between symptom and complication. 
As the physician evaluates the patient with hiatal her- 
nia, a sharp distinction between symptom and compli- 
cation is important. Selection of the proper therapy 
may depend upon this differentiation. As mentioned 
above, the symptoms of hiatal hernia are related to 
gastric distress—sensation of substernal burning, and 
transient relief with alkali or by fasting. The com- 
plications of hiatal hernia are those related to: (1) 
bleeding; (2) peptic ulceration and (3) mechanical 
obstruction (Figure 3). 


BLEEDING 


Bleeding that is attributable to hiatal hernia occurs 
in the thoracic portion of the stomach and, though 
imperceptible, nevertheless may result in anemia of un- 
determined origin. On the other hand, bleeding may 
be sudden and of such quantity as to cause hematemesis 
or tarry stool. 

Once there has been bleeding in any form, it usually 
recurs. As an interesting sidelight, the size of the 
hiatal hernia itself bears little relation to the extent 
or severity of the bleeding complication. 


Peptic ULCERATION 


Ulceration of the gastric mucosa within the thoracic 
stomach is common. As a precursor to ulceration, the 
irritated mucosa may assume a hypertrophic and hy- 
peremic appearance; the ensuing ulceration may be 
superficial and diffuse within the involved portion of 
stomach. 

True peptic ulceration that goes on to penetration 
and perforation is seen; however, this is usually more 


common in the short esophagus or traction type of 
hiatal hernia. 


OBSTRUCTION 


The ordinary type of pulsion hiatal hernia does not 
show signs of mechanical obstruction unless the hernia 
is large enough to undergo volvulus. Incarceration in 
itself is not necessarily associated with mechanical ob- 
struction. Peptic ulceration within the thoracic stomach 
(the so-called ‘callous ulcer”) may by edema and local 
constriction produce an hourglass type of obstruction 
between the thoracic and intra-abdominal component 
of the stomach. 

However, in all types of hiatal hernia the most 
signific ant obstructive feature is at the esophagogastric 
junction where spasm and true stricture formation 
may be seen, particularly in the short esophagus or 
traction type of hiatal hernia. 
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Figure 3. Complications of hiatal hernia. This cutaway drawing 
depicts the three major complications associated with hiatal hernia: 
(a) Obstruction produced by fibrous constriction at the esophago- 
gastric junction and to a lesser degree by edema and hypertrophy 
of the stomach wall at the esophageal hiatus. (b) Peptic ulceration 
which is most commonly seen on the stomach side of the esophago- 
gastric junction. (c) Bleeding which occurs within the thoracic 
stomach from the hyperemic rugae. 


Diagnosis 


Radiologists have commented on the high incidence 
of hiatal hernia as a fortuitous finding in patients who 
are having complete gastrointestinal studies. The im- 
plication that most hiatal hernias are of little signifi- 
cance, since they are seen so frequently as casual ob- 
servations, may be made from erroneous thinking. The 
underlying reason for the gastrointestinal examination 
may have been based on a clinical misconception; in 
other words, the referring physician may have re- 
quested study in order to exclude the diagnosis of 
duodenal ulcer when the patient’s hiatal hernia was the 
real cause for his seeking professional help. 

Actually, the diagnosis of hiatal hernia is rather 
easily established if the clinical entity is suspected 
from the patient’s history. This history, if brief and to 
the point, will elicit the features of postprandial heart- 
burn relieved by antacids, distress on recumbency, 
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Figure 4. Schema to illustrate transthoracic repair of the traction 
or short esophagus type of hiatal hernia. In essence, the surgeon’s 
mission requires reduction of the entire stomach below the diaphragm. 
This may be accomplished in the presence of short esophagus by 
permanent elevation of the left diaphragmatic leaf (phrenic nerve 
interruption), and by transplantation of the esophagus to the 
tendinous dome of the diaphragm which in effect creates a new 
esophageal hiatus. 


and occasional regurgitation after change of position. 


Any one symptom or a combination of the above 
symptoms may be sufficient to warrant a request for 
an upper gastrointestinal barium study. The alert ra- 
diologist examines the patient in supine position, and 
by fluoroscopy carefully evaluates the terminal esoph- 
agus and cardiac end of the stomach. The diagnostic 
incidence of hiatal hernia will be directly related to 
the referring physician’s suspicion as well as the zeal 
of the examining radiologist. 


Therapy 


The selection of proper therapy for symptomatic 
hiatal hernia need not be a difficult problem. It must be 
recognized that all hiatal hernias are the result of struc- 
tural weakness in the esophageal hiatus, and that the 
organic lesion represents a structural defect of the 
celomic cavity. In the strict sense, cure can be obtained 
only by proper anatomic correction of this structural 
defect. However, the practicing physician must ap- 
proach the problems of hiatal hernia in a realistic fash- 
ion and select the treatment that best suits the needs of 
the particular patient. 

The presence of a hiatal hernia is not in itself an 
index for therapy. Nor is the size of the hiatal hernia an 
indication for or contraindication to a specific type of 
treatment. One patient may have a large hernia with no 
more symptoms than an occasional resounding belch; 
on the other hand, a small hernia may produce danger- 
ous hemorrhage. In an effort to follow an orderly pat- 
tern of thought that will lead to selection of treatment 
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for the individual patient, three basic approaches a> 


suggested. 


1, OBSERVATION 


Many patients with asymptomatic hiatal hernia 'e- 
quire no treatment at all. In cases where the hernia was 
truly an incidental finding, it would seem unnecessary 
to advise medical or surgical therapy. It would be 
proper judgment to note the finding in the patient’s 
record and be guided by his clinical progress. Whether 
or not the asymptomatic patient should be advised of 
the finding is a matter of discretion of the personal 
physician. 


2. MepicaL THERAPY 


The traditional treatment for patients with sympto- 
matic hiatal hernia has been medical—by some referred 
to as “conservative.” Basically, this therapy consists of: 
(1) dietary restriction; (2) periodic use of antacids; 
(3) restriction of hours for eating; (4) elevation of the 
bed; (5) in selected cases, periodic esophageal bou- 
gienage or dilatation. There is no question that such 
treatment, or modification thereof, has been of distinct 
value in a significant percentage of patients with symp- 
tomatic hiatal hernia, and the benefits from such treat- 
ment are not to be minimized. 

Proper selection of the patient for medical treatment 
should be based on the individual’s need for therapy. 
Any patient with a symptomatic hiatal hernia should 
first be given an opportunity for relief by means of the 
simplest form of treatment. Certainly patients who have 
other serious organic diseases that prohibit or greatly 
increase the risk of the surgical approach should follow 
a medical regimen. 

It is my strong belief that medical therapy, when 
advised, should be offered with the clear understanding 
that an alternative surgical approach is available if the 
conservative method does not achieve the desired re- 
sult. When the practicing physician and the gastro- 
enterologist fail to acquaint the patient with the alter- 
native therapy, he frequently is driven to drugstore or 
fad-type self-therapy. It also seems fair to acquaint the 
intelligent patient with the fact that the medical or 
conservative therapy never can effect an anatomic cure, 
and that the medical treatment, of necessity, must be 
maintained on a long-term basis to assure continued 
relief of symptoms. 


3. SuRGICAL MANAGEMENT 


Proper surgical treatment for the patient with hiatal 
hernia should offer complete and permanent reduction 
of the stomach below the diaphragm, attendant with 
total symptomatic relief. Surgical repair of hiatal hernia 
as an elective procedure should be offered to any p* 
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tient in whom: (1) medical treatment has been tried 
and has failed; (2) one or more of the above-mentioned 
anatomic complications is present; (3) the patient’s 
mode of life makes the long-term medical therapy im- 
practical. It goes without saying that the presence of 
another serious organic disease may be a contraindica- 
tion for elective surgery. This is frequently seen in the 
older patient who has cardiovascular disease or signifi- 
cant renal pathology that contraindicates any form of 
elective surgical procedure. 

Proper repair of hiatal hernia may be accomplished 
through the abdominal or the thoracic route. At the 
Cleveland Clinic Hospital the transthoracic approach 
is employed in more than 95 per cent of the patients 
operated upon for the relief of hiatal hernia. The ad- 
vantages of the transthoracic repair are quite apparent 
in the cases of the traction or short esophagus type of 
hernia (Figure 4). Also, the structures related to the 
thoracic stomach andthe hiatus itself are better visual- 
ied through the thoracic approach. Again, the sur- 
geon must remind himself that the details of operative 
correction are of secondary importance to the funda- 
mental mission of repair of the hernia. A good opera- 
tion for hiatal hernia is one that offers a negligible risk 
of mortality, permanent restoration of the stomach be- 
low the diaphragm, proper reconstruction of the pa- 
tient’s esophageal hiatus, and complete relief of symp- 
toms and/or complications. The combined experience 
of surgeons in all parts of the United States indicates 
that such an operation is available in almost every part 
of the country. 


Comment 


There is evidence to support the belief that the inci- 
dence of hiatal hernia will steadily increase. Perhaps it 


would be more proper to say that the “incidence of 
recognition” will increase. The gradual extension of 
the average life span has brought many more patients 
into the age group in which hiatal hernia most fre- 
quently is seen. Herniation of the esophageal hiatus, 
like the direct inguinal hernia in the man and the um- 
bilical hernia of the woman, becomes increasingly evi- 
dent after the age of 40 years. The reasons given to 
explain this finding at the present must be considered 
as opinion, rather than as medical facts. It is, however, 
logical to assume that the incidence of symptomatic 
hiatal hernia will slowly and steadily increase in the 
average practice. 

With the constant trend toward better living stand- 
ards, there seems to be a growing intolerance to dis- 
comfort on the part of the patients who have correctible 
chronic ailments. A decade or two ago, major surgery 
was reserved for treatment of malignancy or disabling 
disease, but improvements in anesthesia, surgical tech- 
niques and postoperative care steadily increase the 
demand for elective surgery to relieve benign condi- 
tions in patients who are basically healthy. It seems 
quite likely that this trend will continue as long as the 
patient and his referring physician are attracted by 
corrective surgery that has a low incidence of postop- 
erative morbidity and mortality. : 

The philosophy of treatment for the patient with 
symptomatic hiatal hernia should be governed by the 
needs of the individual patient; in other words, the 
therapy should be selected to suit the individual rather 
than to have him conform to the therapist’s pet ap- 
proach. In the spirit of fairness, the intelligent patient 
should be made acquainted with the merits of the med- 
ical and surgical types of therapy, and should be given 
some voice in the selection of the treatment that is best 
adapted to his needs. 
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Man and 
His Environment 


MAN HAS DEMONSTRATED his capacity to survive in all the natural environments of the earth. 
With Sputnik circling the globe in spatial orbits, man may be called upon within our lifetime 
to demonstrate this capacity in superterrestrial environments. Moreover, man has demon- 
strated his unique ability to mould the natural environment and use its elements to serve 
his needs. He has even survived the physical and social impacts of his man-made environ- 
ments—wars, migrations, occupations and group living. 

Man has survived—but at what expense! What multitudes of death, what infinites of 
suffering! Possibly one cannot win “social approval” in this deceptively happy age by 
mentioning such distasteful matters as death, pain and misery. But these are facts of life— 
and hence the special business of physicians and all health workers. Technology, for what- 
ever purposes, deals with things. It is up to us to see that scientific training, research and 
their application are concerned not only with the mysteries of the moon—but even more with 
“the ways of the spirit and how the bones grow in the womb of her that is with child.” In 
short, with people.—Joun D. PorTerriEp, M.D., Am. J. Publ. Health, 48:489, 1958. 
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There are many major problems to be solved in the treatment 
of pyelonephritis. Such basic considerations as drug dosage 
and duration of treatment are matters of controversy. 
Nevertheless, all would agree that the beginning of good management 
is the proper collection of urine for smear and culture, 

the correlation of the culture with a Gram stain 

of noncentrifuged urine and the determination 

of bacterial sensitivities to antibacterial drugs. 


The Bacteriologic Examination of Urine 


LEONARD B. BERMAN, M.D. AND MICHAEL J. REILLY, M.D. 


Department of Medicine 
Georgetown University Medical Center 
Washington, D. C. 


THE WIDE SELECTION of antibacterial agents now avail- 
able offers the physician a challenge as well as a 
measure of success in treating infectious diseases. The 
challenge lies in the correct identification of the causa- 
tive organism, and the determination of its sensitivity 
to antibacterial drugs. The task is a difficult one with 
diseases like pyelonephritis, for symptoms may be 
absent and thus fail to suggest the need for bacterio- 
logic investigation. Furthermore, the bacterial flora 
changes frequently as sensitive organisms are sup- 
pressed by therapy and resistant ones emerge. 

A major aspect of the problem is the care and fre- 
quency with which the physician seeks out pathogenic 
bacteria in the urine. Culture of the urine is a neces- 
sary part of this search, but it is not wholly satisfactory 
by itself. The time and expense of a urine culture 
make it unsuitable for rapid screening of a patient with 
equivocal signs of urinary tract infection. In addition, 
a report of bacterial growth may fail to clearly dif- 
ferentiate pathogen from contaminant. The correct 
decision is obviously crucial for proper therapy. The 
purpose of this paper is to offer evidence that a Gram 
stain of the urine may overcome these difficulties and 
greatly increase the usefulness of urine cultures. 
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Contamination of Urine 


Urine that is sterile within the bladder has many 
opportunities for contact with contaminating bacteria 
when it is taken for culture. These include the use of 
unsterile catheters, the bacteria of the normal urethra, 
improper cleansing of the urethra for “‘clean-catch” 
specimens, and breaks in the proper technique of 
handling urine for culture in the laboratory. 


Pathogen Vs. Contaminant 


The separation of pathogen from contaminant de- 
pends, in large part, on quantitative considerations of 
bacterial growth within urine. If a small number of 
bacteria are added to normal urine, the concentration 
will rise in the next ten to 12 hours to well over 
ten million organisms per ml. This might be the case 
when an infected kidney discharges bacteria into the 
urine, and this urine is allowed to incubate within the 
bladder overnight. The first morning’s urine would, 
therefore, contain at least 100,000 organisms per ml. 
of urine. If, on the other hand, urine were contami- 
nated with bacteria lying on the surface of a catheter, 
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and then cultured within a few hours, the concentra- 
tion of bacteria would be considerably less than 
100,000 per ml. There would have not been sufficient 
time for a small inoculum to multiply to any greater 
extent. A large number of careful observations have 
confirmed the usefulness of the 100,000 per ml. figure 
to divide pathogen from contaminant. This pertains to 
noncentrifuged urine, for it is apparent that centrifu- 
gation concentrates the bacteria in the sediment many 
fold, and invalidates the results. 


Measurement of Bacterial Concentration 


Accurate measurement of bacterial concentration in 
urine may be accomplished by reasonably simple cul- 
tural techniques, e.g., adding a known amount of non- 
centrifuged urine to a known amount of medium, and 
counting the resulting number of colonies. Determina- 
tions such as these, however, are not generally available. 
There is, therefore, an interest in techniques applicable 
to office practice that furnish a satisfactory working 
equivalent. The Gram stain of noncentrifuged urine 
appears to provide such an equivalent. The studies of 
Kass and others have shown that the presence of bac- 
teria in a urine smear correlates well enough with a 
concentration of 100,000 or more bacteria per ml. to 
be clinically useful. 


The Collection of Urine 


The circumstances of urine collection have obvious 
televance to this discussion. When urine is obtained 
directly from the renal pelvis during catheteriza- 
tion of the ureter, or bladder urine is obtained soon 
after a previous voiding, there may not have been 
sufficient time for bacterial multiplication. Pathogens 
appear, therefore, at low concentrations. Similarily, a 
high rate of urine flow may dilute the concentration of 
organisms and inhibit their growth. The presence of 
antibiotics will also inhibit multiplication. 

Conversely, a sterile urine that is accidentally con- 
laminated and then allowed to stand several hours be- 
fore plating and smearing may exhibit a significantly 
high concentration of organisms. 

Ideally, the collection of urine for smear and culture 
should be made in the morning, taking advantage of the 
overnight dehydration and period of incubation. Urine 
should be collected without catheterization. In the male, 
this is accomplished by washing the urethral meatus 
and catching a midstream specimen. In the female, 
even those bedridden, the labia are held apart by the 
patient or nurse, the meatus is washed and rinsed 
with sterile saline, and a midstream specimen is ob- 
tained. The labia are separated for the entire procedure. 
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The Gram Stain 


After plating the urine on suitable media, a single 
loopful is placed on a clean glass slide, and encircled 
with a wax crayon. The slide is air dried and then heat 
fixed by rapid passage through a flame. After sufficient 
time for cooling, the slide is Gram stained and ex- 
amined microscopically for the presence of bacteria. 
Their presence or absence is recorded and correlated 
with the results of urine culture. 


Method of Present Study 


‘The usefulness of the Gram stain of noncentrifuged 
urine in a clinical hospital laboratory has been ex- 
amined recently at the Georgetown University Medical 
Center. Urine smears and cultures were performed on 
1,150 specimens under routine conditions by the per- 
sonnel of the bacteriology laboratory during the day 
and the members of the house staff at night. Urines 
were collected by both catheterization and “clean- 
catch” techniques at various times of day and night. 
Cultures were carried out on blood agar, thioglycollate 
broth and eosin-methylene blue agar. The degree of 
bacterial growth was visually estimated at one to five 
plus. 


Results 


* In Table 1, the results have been grouped to il- 
lustrate certain relationships. Note that 79 examina- 
tions could not be analyzed because of obvious error 
in reporting the smears, e.g., Gram-positive cocci in 
the presence of Gram-negative rods on culture. This 


CORRELATION OF CULTURE AND SMEAR 
OF UNCENTRIFUGED URINE 
1,071 EXAMINATIONS 
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79 additional examinations excluded because of apparent error. in 
technique. 
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227 448 $12 “ 

21 46 4 

Table 1. 


7 per cent technical error is remarkably small con- 
sidering the frequent performance of the examination 
by inexperienced or hurried house staff. In analyzing 
the remaining 1,071, a decision was made on each cul- 
ture as to pathogen or contaminant on the basis of 
identity of the organism, extent of growth, the pres- 
ence of single or multiple organisms and coagulase 
tests in the case of Staphylococcus. The results of the 
cultures were then compared with the results of Gram 
stains of urine smears. 

1. Forty-six per cent of 1,071 showed a negative 
smear and a negative culture. 

2. Twenty-one per cent had positive smears and 
positive cultures with a corresponding type of or- 
ganism. The majority of this latter group (88 per cent) 
were clearly pathogenic organisms exhibiting heavy 
growth. A minority (12 per cent) were considered con- 
taminants despite correspondence between smear and 
culture. These included such organisms as alpha Strep- 
tococcus and coagulase-negative Staphylococcus. 

3. A third major group of 29 per cent showed nega- 
tive smears and positive cultures. This group would be 
expected to be heavily loaded with contaminants and 
conformed to expectation in two-thirds of the exam- 
inations. Eight of the remaining one-third were clearly 
pathogenic, the remainder of doubtful significance. 
These were counted against the accuracy of the smear 
although this was probably not true in all cases. 

4. A fourth group of 4 per cent showed positive 
smears and negative cultures. These are considered 
due to technical errors, the presence of antibiotics with 
inhibition of growth, or unknown factors. 


PER CENT OF STRAINS OF URINARY PATHOGENS 
RESISTANT TO THE COMMONLY USED ANTIBIOTICS—1,071 CULTURES 1957-58 


Thus, in 1,071 examinations, the Gram stain of non- 
centrifuged urine correctly indicated the presence or ai- 
sence of a pathogen in 83 per cent. This is a minimal ¢s- 
timate because of the criteria used in its derivation. 
(Addition of the 79 cases excluded at the beginning of 
the analysis still yields an accuracy of 77 per ceut. 
These figures could undoubtedly be revised upward 
with careful technique in all cases.) The Gram stain is, 
therefore, an extremely valuable technique for rapidly 
screening urines for pathogenic organisms, and aiding 
the physician to interpret correctly the results of urine 
cultures. 

The choice of an antibacterial agent in treating 
pyelonephritis is often complicated by problems of 
drug allergies, the lack of standardization for the disk 
methods of determining bacterial sensitivity, and a pa- 
tient’s financial limitations. Changing patterns of bac- 
terial flora and resistance often impose a time limit on 
the usefulness of any given drug. 

Table 2 records our current experience with disk 
sensitivities, in terms of the per cent of resistant 
strains of organisms cultured from urine. Resistance 
is here defined as bacterial growth up to the margins 
of the disks. The figures illustrate very well the im- 
portance of determining sensitivities whenever pos- 
sible. The blind selection of one of the tetracyclines in 
a proteus infection, for example, would have little hope 
of success in this patient population. 


The authors gratefully acknowledge the cooperation of the De- 
partment of Pathology, Georgetown University Medical Center, 
Washington, D. C. 


E. Coli Aerogenes Proteus P. Aeruginosa Colf. Int. 
. 12 68 34 89 50 
Clortetracycline. 25 74 96 73 
26 76 99 29 
3 47 18 94 42 
Sulfamethoxy pyridazine........... 73 100 
Table 2. 
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Following necessary emergency measures—for ex- 
ample, relief of airway obstruction—a painstaking 
search may be required to uncover the cause of stupor 
or coma. The etiologies are categorized in a general 
way—toxic, metabolic, cerebral, or hysterical and 
psychotic. The history is often unreliable, so that the 
physical examination—a COMPLETE one—assumes 
paramount importance. Careful and repeated neu- 
rologic evaluation must be combined with appro- 
priate x-ray and laboratory studies. Certain diag- 
noses—e.g., bromidism—depend entirely on the 


physician’s awareness of all possibilities. 


THE DEEPLY COMATOSE PATIENT is unresponsive to 
strong stimuli. Breathing tends to show a deficit in the 
thoracic rather than the diaphragmatic component. 
At a less advanced stage, the pupillary light reflex 
emerges, and there may be resistance to passive move- 
ment or some indication of a postural attitude. When 
firm contacts elicit corneal and gagging responses, the 
state is transitional between coma and stupor. 

In deep stupor, pinprick causes wincing and grim- 
acing, and the body shifts from an uncomfortable posi- 
tion. Light stupor is characterized by transient at- 
tention to speech, persuasive touch and surroundings. 
There is over-reaction to pain and sometimes agitated 
tossing and turning. Eyelids are generally half-open. 
A wide stare sometimes precedes convulsions, but 
firm closure and fluttering more often attend the 
hysterical and psychotic trances. Urinary incontinence 
occurs almost invariably. 

Among the most important features is the rousability. 
In some disorders, prolonged insistent stimulation 
not only evokes a reaction typical of the level of un- 
consciousness, but it causes a progressive change in 
the condition. There is an awakening, a responsive- 
ness to weaker and more varied excitations, followed 
by relapse into the original state if the prodding ceases. 

Coma is an emergency. Immediate requirements 
govern the choice and order of study. Yet time will be 
gained by calm observation. For a few moments, at 
least, we do well to stand off from the patient and 
simply watch. 


Attention to Breathing 


The airway receives first attention. Obstruction 
should be corrected at once. The commonest causes 
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Neurologic Study in Cases 
of Stupor and Coma 
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are accumulated secretions and falling back of the 
tongue. Rate, rhythm and muscular actions of breath- 
ing can be properly determined once the passages are 
free. 


History, General Observations 


Often scanty and unreliable, the history is nonethe- 
less exploited for all it can yield. Emphasis is placed on 
the important time relations, duration of the illness, 
of the more acute symptoms and of the coma itself. 

The patient’s belongings and surroundings permit 
some reconstruction of the sequence and nature of 
events: the bedroom of the alcoholic with splashes of 
liquor and cigarette burns; the quarters of the fastidi- 
ous—pathetically tidy and clean; the litter and up- 
heaval of the deteriorated recluse; medications, doc- 
tors’ prescriptions and appointment cards for clinics. 
Prostration has not existed long in a man well-shaven 
or a woman whose makeup is unmottled. Over a period 
of days, paint recedes from edges of fingernails, and 
dyed hair gives place to roots of natural color. Urine, 
feces and vomitus take time to dry out and lose their 
odors. 

A special search should be made for evidence of in- 
jury to head, spine and limbs. (Inspection of the scalp 
requires careful separation of the hairs.) The tongue is 
sometimes lacerated in convulsive seizures. Drainage 
of blood or cerebrospinal fluid from the ears, and of 
cerebrospinal fluid from the nose, are more definite 
signs of basilar fracture than can generally be obtained 
by x-ray. Tenderness and sustained abnormal posi- 
tions of the neck give warning of possible cervical in- 

jury. This is a serious and deceptive complication of 
accidents that more obviously involve the head. Tu- 
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mors and old operative scars about the vault, and vari- 
ous sites of x-ray treatment have provided useful tracks 
of investigation. Failure to examine the back simply be- 
cause the patient lies supine may give rise to discon- 
certing errors. 

Abnormal appearance of the skin, seen best by day- 
light, is of great significance: jaundice, cyanosis, pal- 
lor, rashes and especially petechial hemorrhages. 
These last appear on the skin and mucosae during 
septicemia (notably the meningococcal type), blood 
dyscrasias such as leukemia, and severe poisonings. 
The conjunctivae are a good hunting ground. 

Chest and abdomen are examined by the usual 
methods. Among conditions easily missed through 
neglect of the full procedure are a distended bladder 
and a gravid uterus. 

Foci of infection, such as boils, otitis, pneumonia 
and perirectal abscess constitute a vital problem. They 
often exacerbate during a period of coma, and have a 
notorious influence on the condition of diabetics. 


Vital Signs 


A slow pulse in relation to the temperature is one of 
the most valuable evidences for acute intracranial 
disease. Thus, on‘the chart of a patient with meningi- 


tis, the septicemic phase is shown. by a rapid pulse and ~ 


high fever; the stage of meningeal invasion, by a de- 
scent of the pulse line below that of the temperature. 
The two curves rejoin during recovery. Similar trends 
occur in septic sinus thrombosis. 

The following correspondence between pulse and 
rectal temperature, based on common fevers without 
nervous system complications, has proved useful as an 
approximate standard: 


Temperature (°F) Pulse 
98 70 
99 80 
100 90 
101 100 
102 110 
103 120 
104 130 


High diastolic blood pressure values in human be- 
ings can rarely be explained by increased intracranial 
pressure or by local cerebral lesions. 

A 45-year-old man was admitted to the hospital 
deeply comatose. The history furnished little, but his 
personal appearance was well maintained. The only 
abnormal sign apart from his inertness was a very slow 
pulse. Though a diagnosis of catatonic stupor was at 
first considered, the bradycardia called for explanation. 
More than any other finding at the bedside or from the 


laboratory, this drove the observers to fuller study 
until eventually a large interhemispheric meningioma 
was removed. 


The Eyes 


Funduscopic examination is performed early. It may 
be difficult when the patient is aroused to restlessness 
by other manipulations. Papilledema virtually limits 
the diagnostic choices to hypertensive and renal dis- 
ease, and increased intracranial pressure. The optic 
nerves may be normal with the subacute expanding 
lesions—subdural hematoma, intracerebral hematoma, 
cerebral abscess, metastatic tumor, glioblastoma and 
cyst. Since the visual acuity cannot be determined, 
optic neuritis cannot be distinguished reliably from 
papilledema in the comatose patient. 

Slow ocular movements do not occur in normal, 
hysterical or psychotic persons, except on fixation of a 
moving object, or of a stationary object while the head 
is moved. A slowly wandering gaze, especially with 
divergence, indicates cerebral impairment of the kind 
produced by lesions and intoxications, rather than 
unresponsiveness associated with psychoneurosis, 
malingering or schizophrenia. 

Nystagmus in upward and lateral gazes, with quick 
component in the direction of gaze, is a constant mani- 
festation of poisoning by barbiturates and diphenyl- 
hydantoin (Dilantin). The movements are of the same 
rate and amplitude in right and left deviation, and in 
the two eyes. Asymmetrical forms implicate structures 
on one side or other of the posterior fossa. 

The corneal reflex should be tested vigorously at the 
margin of the iris. Corneal areflexia is often the best 
lateralizing sign in coma. 

Pupillary inequality, and sustained lateral gaze, can 
be related to the side of a lesion only after various other 
findings are established. The smaller pupil may be a 
part of Horner’s syndrome, or smaller because the 
other is held wide in oculomotor paresis. Conjugate 
gaze to one side can be kept up by a discharge (seizure) 
from a focus in the opposite hemisphere; but other 
causes include paralysis of the oculogyric mechanism 
in the hemisphere of the side toward which the eyes are 
directed (a common occurrence in cerebral hemor- 
rhage and affections at the pontine level.) 

A 30-year-old woman had suffered from headache 
for a year. A left homonymous hemianopsia was 
demonstrated, with slight involvement of the inferior 
quadrants of the right field in each eye. Disks and 

retinal vessels were normal. There were minimal ab- 
normalities in tonus of the left extremities. Arterio- 
gram outlined a large right occipital tumor. At 3 
A.M., several days later, the patient complained of 
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headache and nausea. By 10 a.m., she was hard to 
arouse. She lay with eyes closed, but opened them from 
time to time and spoke a few words. The eyes wandered 
very slowly from side to side, and were divergent from 
each other. The retinal veins were somewhat engorged. 
For the first time, there was a bilateral sign of Babinski. 

For a while she became much more alert, but soon 
lapsed into coma. The right pupil was much wider 
than the left; and stimulation of the right cornea gave 


_ little response in either eye. Response from the left 


cornea was a normal and vigorous closure bilaterally. 

At operation, a huge right occipital glioma was 
found that undoubtedly caused compression of the 
brainstem. The larger right pupil may have resulted 
from traction on the right oculomotor nerve by 
herniation of the right temporal lobe over the in- 
cisura tentorii. The right corneal areflexia was con- 
sistent with traction on the right trigeminal nerve, 
ischemia of the right trigeminal system or involve- 
ment of the supranuclear part of the reflex arc in the 
left cerebral peduncle. 


Motor System 


Much attention should be given to spontaneous 

shifting movements, and resistance to passive motion. 
They are usually reduced in parts affected by the 
acute, focal nervous lesions that produce coma. The 
tendency is toward flaccid rather than spastic paresis, 
even though the upper motor pathway is involved. 
Irregular, unsustained resistance to passive motion 
(present in normal people, since few can relax en- 
tirely) is accentuated by the restlessness of light 
stupor. The loss of resistance caused by a focal paresis 
will be even more striking in such a state. 
* Focal convulsive twitching can easily be overlooked. 
We should watch especially the corner of the mouth, 
the thumb and index finger, the great toe and the eyes 
(for conjugate deviation). 


Sensory Examination 


The importance of sensory findings can be illus- 
trated clearly from cases of injury in which there is 
compression of the spinal cord. Stimulation below the 
level of the lesion may elicit no response other than 
reflex withdrawal that is indistinguishable from volun- 
tary motion. Above the level, impulses are freer to 
produce their usual widespread effects: The patient 
groans, grimaces and moves parts remote from those 
pricked, tickled or chilled. Similar contrasts are seen 
with hemianalgesia and more local affections. 

A baby, on the hospital ward for an arthritic disease, 
fell out of bed and became stuporous. Combination of 
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cerebral injury and joint disease was held to account 
for the fact that he moved his limbs hardly at all. In the 
course of a more thorough examination, the patient 
failed to grimace when pinprick was applied anywhere 
caudal to the lower cervical segments. Response to 
prick above this level was vigorous. Furthermore, the 
cervical spine was tender, and the breathing diaphrag- 
matic. Signs of head injury receded, and a fracture of 
the neck was demonstrated. He remained fully quad- 
riplegic and died. 


Reflexes 


The corneals and plantars are the most significant 
reflexes. Inequality of the deep reflexes is more am- 
biguous as to the side on which the upper motor path- 
way is involved. A bilateral sign of Babinski in coma is 
found in post convulsive states (the effect may last 
four to five hours); subarachnoid hemorrhage; 
meningitis; occlusion of the basilar artery, and an ex- 
panding lesion of one hemisphere with compression or 
ischemia of the contralateral motor pathway—as when 
the brainstem is shifted against the tentorium. Bilateral 
lesions of the paracentral lobules, by their situation 
alone, predictably affect both lower extremities with 
pyramidal deficits. These are rare and usually asym- 
metric. 

The bilateral Babinski occurs irregularly in toxic- 
metabolic cases without convulsion. 


Meningeal Signs 


Stiff neck and limitation of straight-leg raising, 
signs of meningeal irritation, are sometimes absent 
when the patient has become deeply prostrated. It is a 
curious but familiar observation that extreme retrac- 
tion of the head in opisthotonus, as part of decerebrate 
attitude, is not necessarily accompanied by a re- 
sistance or limitation to passive forward flexion. 


Roentgenologic Examinations 


Appropriate x-rays should be made. They need not 
cause injury if the patient is moved cautiously, and any 
likelihood of cervical injury taken into account. 

By far the most generally useful is the x-ray of the 
chest. Findings are relevant to metastatic tumor, 
cerebral abscess, tuberculous meningitis and pul- 
monary or cardiac complications in any coma. 

A college student was found stuporous in his board- 
ing room. Signs indicated an expanding intracranial 
lesion, perhaps subacute, since his personal appear- 
ance was fairly neat. At the hospital, neurosurgical 
preparations were begun before an x-ray of the chest 
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had been interpreted. Just in time, a huge sarcoma was 
discovered in one lung field. 

Plain films of the head are useful for determining the 
advisability of spinal puncture. A lateral shift of the 
pineal body, or an erosion of the dorsum sellae, make 
for caution. Intracranial calcifications, destruction or 
osteoblastic changes, and lines of fracture are some- 
times virtually diagnostic. Part of the cervical spine 
can be surveyed in the lateral film of the skull. Views 
of choice are the posteroanterior (rather than the an- 
teroposterior) ; the lateral and the Towne. 


Laboratory Examinations 


Examination of the spinal fluid should be carried out 
in most cases. Good evidence of a focal expanding 
lesion in any area is the important contraindication to 
puncturing the dura, whether or not fluid be removed. 
An example of such evidence might be a combination 
of papilledema, erosion of the dorsum sellae and 
lateral deviation of the pineal body. Judgment in this 
matter depends upon the whole case. There are no 
absolute rules. 

The initial pressure, appearance by direct com- 
parison with tap water, cell count, bacteriology, pro- 
tein, sugar and complement fixation suffice to differ- 
entiate conditions ordinarily encountered. Jugular 
compression is avoided since it may promote intra- 
cranial bleeding and displacements. 

Other determinations done as a routine, include 
blood counts, an analysis of catheterized urine, and if 
possible blood sugar, urea nitrogen and blood comple- 
ment fixation. The blood should be tested for bromide 
in many unclear situations. 

The electroencephalogram is an added luxury. It 
has served well in the localization of abscesses. 


Familiar Causes of Stupor and Coma 


Toxic-METABOLIC GROUP 


Uremia, renal failure. The course is usually a 
gradual decline, after premonitory headache, nausea 
and vomiting. Agitated stupors are characteristic, and 
they may continue for long periods. In the retina, 
hemorrhages and exudates are more commonly seen 
than elevation of the disks. There is a special odor 
about the patient. Pressure of the spinal fluid is some- 
times elevated. Increase in blood urea nitrogen, and 
disturbances in acid-base balance are found regularly. 

Acute coma in hypertensive disease without cerebral 
hemorrhage, thrombosis or embolism. Papilledema is 
common. Purely focal seizures occur, as well as 
generalized convulsions. Thus motor and_ reflex 
changes may be seen on one side, as a postictal phe- 
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nomenon. Cranial nerve palsies are absent. Increasc 
of pressure is the commonest abnormality found at 
spinal puncture. Many different pathologic processes 
undoubtedly contribute to these perplexing episodes. 

Diabetes. Usually in connection with a break from 
regime, or with the onset of intercurrent disease, 
particularly infection, there is a rapid decline into 
stupor. Respirations are deep, accelerated ani 
regular; mouth and skin are dry; eyeballs are soft, and 
face is flushed. Reflex activity is diminished. Tests 
show hyperglycemia, glycosuria, dehydration and 
acidosis. 

Insulin stupor. The course is variable and charac- 
terized by profuse sweating; occasionally vomiting; 
bizarre phenomena of motility; trance-like states with 
staring; convulsive seizures, and unilateral or bilateral 
Babinski reflexes. Sugar is low in the blood, but may 
still be present in the first specimen of urine if the 
patient is diabetic. 

Hepatic failure. This resembles uremia. 

A 25-year-old girl drank heavily. She was admitted 
December 24, 1955 with recurrent “infectious hepati- 
tis” for two years. In the past three months there had 
been jaundice, nausea, vomiting, ascites, edema of the 
lower extremities, petechial hemorrhages and an en- 
larged liver. On January 13, 1956, she complained of 
“dizziness” that had been present two to three days. 
She was alert, responsive, talkative and friendly. 
Optic disks were normal. Visual fields were grossly 
normal. Movements were normal. Deep reflexes were 
active. Babinski was negative. Three days later, there 
was the onset of restless stupor. There was some indi- 
cation of understanding, with perseveration in re- 
sponses. There was no papilledema. Ocular move- 
ments were wandering. Bilateral ankle clonus was 
present. Babinski reflexes were negative. : 

Clear spinal fluid rose to 160 mm. HO in the mano- 
meter. Protein was normal. Stupor deepened. Con- 
tinuous major convuisions began on January 17, 1957 
and she died the next day. Laboratory work during 
the course revealed: serum bilirubin 17.7 and 14.6 
mg. per 100 ml.; cephalin flocculation 4-plus; a blood 
sugar of 56 mg. per 100 ml., and urea nitrogens of 10 
and 19 mg. per 100 ml. At autopsy there was exten- 
sive destruction of liver cells. There was cerebral 
edema and neuronophagia was prominent. 

Alcoholism. There is a special odor, not precisely 
that of alcohol out of the bottle. The sclerae are red- 
dened. The degree of rousability is great. By persistent 
stimulation the patient can be “brought around” to an 
astonishing extent. Absence of this characteristic, in 
certain situations, should lead one to suspect concur- 
rent cerebral injury or combined alcoholic and bar- 
biturate poisoning. 
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In the lighter grades of stupor, belligerent resist- 
ance and drunken tone of voice are almost specific 
evidences of alcoholism. Nystagmus is perhaps not 
quite so prominent as with barbiturates or diphenyl- 
hydantoin. 

Barliturate intoxication. Nystagmus is present at all 
levels from the rather mild hypnotic effect down through 
light coma. As the patient becomes more and more 
narcotized, we notice first this oscillation of the eye- 
balls, then a suppression of thoracic breathing, and 
finally corneal areflexia. The sequence is reversed dur- 
ing recovery. 

The degree of rousability is less than with alcohol. 
Pupils show nothing characteristic. Deep reflexes are 
suppressed, and there is no Babinski. Unless a taper- 
ing-off regime is instituted, major convulsions are not 
uncommon as the intoxication subsides. 

The effects of meperidine (Demerol) are roughly 
similar. Morphine causes an extreme pupillary con- 
striction, bluish pallor and sweating. Atropine causes 
mydriasis and dry flush. 

Regular dosage of bromide leads to gradual intoxica- 
tion. The patient generally shows a severe organic 
mental syndrome before he becomes stuporous. 
Bromidism is one of the most deceptive states en- 
countered in neurologic and psychiatric work, and 
awareness of its prevalence will avert many mistakes. 

A graduate nurse, under psychiatric treatment, was 
found in light coma. Her psychotherapist suspected a 
psychogenic trance and even proposed an interview 
under intravenous barbiturate! He was dissuaded, and 
after two hours had passed, she began to move, and 
showed a wide nystagmus in lateral and upward gazes. 
On awakening, she revealed that she had taken several 
capsules of pentobarbital in order to “sleep through.” 

Dehydration and cachexia of the aged. After a period 
of isolation and neglect at home, or during bedrest for 
some type of illness without cerebral complication, an 
elderly patient may go into a stupor and even appear 
moribund. The range of rousability is soon found to be 
wide. The condition clears with adequate fluid, foods 
and maintenance out of bed. 

Stupors of stress in childhood. Certain small children 
show a deep stupor when affected with painful illness. 
This occurs in the absence of fever, infection or shock 
in its ordinary forms. The range of rousability is 
smaller than with the senile group. This phenomenon 
may belong to the neurohumoral stress reactions. 

A 4-year-old boy suffered a puncture wound of the 
right eye. There was little bleeding. At first obviously 
in pain and fright, he soon went into a sleep-like state 


from which he could not be fully aroused. After one or 


two hours, there was still no change. A possible injury 
to the brain was considered, but his mother told us he 
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frequently became drowsy when hurt in any way. He 
was given a general anesthetic for exploration of the 
eye, and recovered normally. 

The febrile coma of infants is perhaps of similar 
nature. A baby, deeply stuporous with a fever of 105°F 
was thought to have a disease of the central nervous 
system. Signs of pneumonia soon became apparent. No 
other condition developed. 

Syncope. Syncope is a common event rarely observed 
at its onset. Two cases were watched from the period 
before the faint. In one, there was first a drowsy ex- 
pression ; then pallor; slumping down (the patient was 
caught by a bystander) ; two clonic, convulsive jerkings 
of the body; and finally a limp state with imperceptible 
pulse. One retching spasm occurred. Recovery took 
place within a minute, but during the episode the pa- 
tient was unresponsive to stimulation. 

The other case was similar, but the pallor was far 
more striking. The convulsive motions consisted in 
right facial twitches, and there was conjugate sweep of 
the eyes to the right. Both individuals were under 
stress, at the bedsides of sick relatives in somewhat 
gruesome surroundings. Neither had any history of 
convulsive disorder. There was a slight difference from 
(roughly similar) epileptic incidents: The vasomotor 
collapse was more prominent. 

Shock. Familiar disorders of the vital signs stand out 
above other manifestations. Except in advanced cases, 
stupor itself is rather light, and accompanied by ap- 
prehension. 

Sleep (a distinction). Many conditions that cause 
stupor, also occasionally give rise to frequent and pro- 
longed sleeping of an otherwise essentially normal 
character. With sleep in general, the rousability is 
maximal. There is a preceding sense of drowsiness and 
the postural attitudes are characteristic. Shifting has a 
deliberate rather than “‘tossing” quality; respirations 
are slow, even, unlabored and quiet, apart from snor- 
ing. There may be a selective vigilance: Small but 
meaningful stimuli will arouse the subject. Important 
among the more usual causes is an insidious cumula- 
tion of sedative in small doses over a long period. Rare 
and more baffling are the mysterious narcolepsies. A 
clear distinction cannot be made in all cases. 


SPECIAL CEREBRAL DisORDERS 


Cerebral injury. Though the degree of rousability is 
slight, the level of stupor often undergoes rapid 
change for better or worse. In general, there are non- 
symmetric focal signs, some pointing to regions of 
the brainstem or to the cranial nerves. These must be 
distinguished from effects of lesions higher up. 

Fracture of the neck has been mentioned before as 
an important complication. The operable forms—de- 
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pressed fracture and extra-cerebral bleeding—should 
be established or excluded. 

A young and powerful man was left in the street 
after being struck on the head. In the emergency room 
he was in light coma with a contusion over the occiput 
and the odor associated with alcoholism. Examination 
showed no lateralizing signs. There was no occipital 
fracture line by x-ray. Over a period of two hours, 
vital signs deteriorated, and a well-marked sign of 
Babinski appeared on the right. At operation, epidural 
hemorrhage was exposed on the left. He died two days 
later. His alcoholism had obscured the “‘lucid interval” 
that may intervene between an initial concussion and 
the development of pressure of the hematoma upon 
the brain. 

A little girl was carried to the emergency room after 
a hit-and-run accident. She was in restless stupor, and 
could not be aroused to the slightest extent. There 
were abrasions in the left upper quadrant of the ab- 
domen and about the head. Pupils were widely dilated 
and fixed, a finding difficult to associate with so light a 
stupor in the absence of other oculomotor signs. 

A spinal puncture was performed. When several 
cubic centimeters of grossly bloody fluid had escaped, 
she suddenly became alert, asked for her parents, and 
was able to give us her address. We learned that she 
had gone earlier to an optometrist, who instilled a 
powerful mydriatic. On her way home, perhaps as a 
result of the poor accommodation, she failed to dodge 
the oncoming car. Recovery was quick and complete. 

A small boy suffered multiple cranial fractures, with 


bleeding from the ears and a deformation of the vault. 


He was apparently in coma, eyes open and staring, 
corneal reflexes absent. Careful observation showed, 
however, that his level was really one of moderate 
stupor: the wide palpebral fissures and corneal are- 
flexia were due to bilateral peripheral facial paralysis. 
He got well. 

Expanding lesions. Focal manifestations usually pre- 
cede the onset of stupor. When the entire duration of 
symptoms is short, less then three months or as little 
as one or two days, the subacute expanding lesions 
should be considered. These include subdural hema- 
toma, cerebral abscess, metastatic tumor, glioblastoma, 
intracerebral hematoma and cysts. 

Longer sequences suggest more chronic processes. 
There is sometimes a steady progression to the end. 
But more often, there is a period of slow advance fol- 
lowed by a subacute acceleration, and finally an 
acute terminal phase due to some intracranial shift 
or neighboring vascular disturbance. Occasionally, 
a slow-growing mass fails to give any warning of its 
presence until the rapid decline. Moreover certain le- 
sions listed above as potentially rapid in development 
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may also produce signs in chronic form. It is im- 
portant to note that fluctuations for periods of hours 
are common, even when stupor has already set in, 
and with subdural hematoma, there are often much 
longer intervals of seeming improvement. 

If somnolence and stupor appear from the very start, 
and we suspect an expanding lesion, the site may well 
be deep, near the midline and the ventricular system. 

Stroke. In cerebral hemorrhage, thrombosis and 
embolism, all manifestations are apt to occur suddenly. 
There may be simultaneously episodic or advancing 
stupor, meningeal syndrome, ataxia, aphasia or 
paralysis. 

The patient in coma with a simple hemiplegia pre- 
sents a familiar group of signs. He lies inert, breathing 
stertorously. On the hemiplegic side, as compared with 
the opposite, the corneal reflex is diminished, the 
cheek puffs more in respiration, the extremities are 
limp (though deep reflexes may be somewhat in- 
creased). The Babinski reflex is positive. 

Infection. Intracranial infections other than abscess 
and septic embolism are indicated most clearly by the 
development of meningeal syndromes, signs pointing 
to multiple foci, slow pulse in relation to temperature, 
and irritable or agitated stupor. Yet forms occur that 
closely imitate the manifestations of subacute expand- 
ing lesions. There are even fulminating hemiplegias 
perhaps on the basis of hemorrhage or thrombosis. In 
our cases, seizures have been commoner with viral 
meningoencephalitis than with bacterial meningitis. 

Massive neurologic deficit with psychosis of isolation. 
When the patient is reduced to a “negative” existence 
by paralysis, he may continue for long periods in an 
apparently stuporous condition. Sometimes a means 
of communication or code can be devised, that re- 
veals the presence of considerable alertness and aware- 
ness beneath the statuesque outside. But frequently 
consciousness seems to have subsided. The lesions are 
of a kind that do not ordinarily produce such an effect. 
We are probably dealing here with a psychosis of 
isolation, in the presence of massive neurologic deficit. 
Among other possibilities total aphasia should be kept 
in mind. 

A 42-year-old woman suffered an occlusion of the 
basilar artery. She was quadriplegic, and cut off from 
her surroundings except for some degree of hearing 
and painful sensation. Nystagmus was so severe that 
she probably could not see with any distinctness. 
There was some control of upward and downward 
gaze, and at the start we were able to establish a code in 
which upward gaze meant yes, downward gaze meant 
no. She answered specific and rather searching ques- 
tions. Later, communication ceased, and she survived 
unresponsive for many weeks. Autopsy revealed an 
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occlusion of the basilar artery. Necrosis virtually 
transected the pons Varolii. 

Prolonged coma with nonprogressive disorder. Forms 
of prolonged coma are seen following injury, accidents 
in the course of anesthesia, cardiac arrest and insulin 
therapy. In contrast to the previous group of cases, the 
patients often show no definite paralysis. 

A 43-year-old woman was in stupor for three months 
after cardiac surgery. She lay in bed like a person 
asleep, with occasional periods of tossing, turning and 
screaming. She responded to touch and sound by 
shifting and grimacing and overreacted to painful 
stimuli. All extremities were moved freely. There were 
no tonic attitudes. The Babinski was negative, except 
for a transient occurrence on one side at the start. No 
form of communication could ever be established. 

Status epilepticus and postconvulsive state. In the 
ordinary postconvulsive stupor, we find a consider- 
able degree of rousability. There are relics of the attack 
such as foam and blood at the mouth, urine on the 
clothing and unilateral flaccidity. There may be devia- 
tion of gaze away from the side toward which the eyes 
were agitated in the seizure. Bilateral positive sign of 
Babinski is sometimes seen following grand mal. 

A baby, found in coma, was thought to have suf- 
fered an acute destructive lesion, possibly cerebral 
thrombosis. He was hemiplegic, and the eyes de- 
viated from the paralyzed side: Subsequent course 
showed that this was a purely transient postconvul- 
sive state. The irritative focus remained unknown. 

By comparison with the after-effects of a single con- 
vulsion, the stupor between seizures in status epilep- 
ticus is generally more profound. The degree of rous- 
ability is less, particularly just as the patient is building 
up for another paroxysm. The pulse usually remains 
rapid and thready. Except in the immediate pre-ictal 
and post-ictal periods, the corneal reflexes are clearly 
present. Breathing preserves its normal thoracic and 
diaphragmatic components. These signs can therefore 
be used in estimating the depth of anesthesia reached 
by anticonvulsant therapy. 


HysTERICAL AND Psycuotic INCIDENTS 


Apart from the history, easy cases can be unmasked 
by measures that act by “tricking” the patient into 
revealing an intact state of consciousness. Difficult 
problems require prolonged observation. The vital 
signs remain stable; the pulse is usually somewhat 
rapid in relation to the temperature ; wandering ocular 
movements are absent; urine is more often stubbornly 
retained than voided into the bed, and the bodily 
attitude or resting-place may seem to express an idea 
rather than a neural deficit. The occurrence of a posi- 
tive sign of Babinski is so rare that it should not be 
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accepted as explained by these conditions. Results 
from the laboratory are negative. 

A graduate nurse was discovered under the piano at 
home. She was limp and unresponsive except for cer- 
tain small but accurately directed resistances to passive 
motion. There was a considerable supply of barbiturate 
about the apartment, but examination revealed no 
nystagmus or abnormality in vital signs. She was 
placed on her bed and I promised to return (and grati- 
fy a desire on her part to be removed to the hospital). 
However, there were some visits to make, and I told 
her I would telephone before coming back. She 
answered the call clearly, but was again prostrated 
when I arrived. 

A young man lapsed into a deeply stuporous, 
flaccid state. He made peculiar, grunting sounds on 
inspiration. Other neurologic and vital signs were 
entirely normal, and he showed no bizarre postures 
nor waxy flexibility. The character of the respiration 
was alarming, and for a time he was regarded as mori- 
bund. X-rays, spinal fluid and other laboratory studies 
were normal. 

After a day of quiet, he recovered abruptly. In the 
history there were obvious motives for the episode. 


General Treatment 


Management of the airway is urgent. If the neck is 
uninjured, the patient is placed on his side, chin up- 
ward. Secretions are repeatedly sucked out. When 
sufficient nursing care is available, tracheostomy is 
rarely needed. 

Intravenous fluids can be safely begun as a very slow 
infusion of normal saline or 5 per cent glucose (in 
normal saline or water). (A vein is thus kept available 
until more specific plans have been made with regard 
to water, salt and sugar.) The nasogastric tube permits 
examination of ingested material, minimizes the aspira- 
tion of vomitus, and may help avoid acute dilatation of 
the stomach. For medication, this route is sometimes 
preferable to injection: Allergic or anaphylactive reac- 
tions are fewer; needle-punctures and sclerosed veins 
need not be multiplied. Rectal instillations tend to 
pool and to be absorbed unpredictably in cases of 
coma. An indwelling catheter keeps the skin dry and 
the bladder undistended. 

The choice of sedatives for agitated stupor has been 
a subject of many discussions. Adequate hydration, 
electrolyte balance and oxygenation are singularly 
potent as quieting agents. While depressants of all 
kinds add some insult to the vital functions, manage- 
ment without them exposes the patient to the risk of 
exhaustion and injury. Trials of small doses are ad- 


visable. 
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Anticonvulsant medication, depressant by nature, is 
indicated for status epilepticus. The effect in certain 
most fortunate cases is to bring the patient out of 
stupor, rather than to put him more deeply “under.” 

A 10-year-old child, in status of grand mal, was 
given 0.66 Gm. of soluble phenobarbital slowly by vein 
over a period of two hours. The seizures stopped. The 
physician had scarcely left the room when the patient 


sat up, began to talk, and ate a large meal that was 
served through an error in routine! 

More often, a state of intoxication remains after the 
attacks have subsided. A 16-year-old boy, in severe 
status epilepticus required soluble phenobarbital 1.5 
Gm. intravenously over a period of several hours 
before the grand mal was controlled. A prolonged rest- 
less stupor followed before recovery. 


Spontaneous Rupture of the Normal Spleen 


SPONTANEOUS RUPTURE of the normal spleen is a condition 
of unknown etiology which does not show a predilection 
for any age group and occurs more frequently in males than 
in females. There is no evidence that forgotten or unrecog- 
nized trauma plays a role in the etiology, although such is 
possible. According to our criteria, which include failure 
to obtain a history of trauma upon thorough questioning 
and evidence that the spleen and its environs were normal 
prior to rupture, only 28 cases of this condition have been 


SYMPTOMS 


abdominal pain 


Pain in the left shoulder 


Nausea 


Vomiting 


Dizziness 


Syncope 


reported in the English literature, including a case of our 
own. Analysis of these cases reveals that both the pathologic 
and clinical features of spontaneous rupture of the normal 
spleen are identical to those of traumatic splenic rupture. 
Upper abdominal pain, usually in the left hypochondrium, 
pain in the left shoulder, nausea, vomiting, dizziness and 
syncope are the characteristic symptoms. The physical find- 
ings include abdominal tenderness and rigidity, either in the 
left hypochondrium or throughout the abdomen, tachy- 
cardia, and in advanced cases, frank shock. Anemia and 
leukocytosis are usually associated features, and abdom- 
inal roentgenography and needle paracentesis are ancillary 
studies which may be of considerable aid in the diagnosis. 
The treatment of this disorder is splenectomy. The mor- 
tality rate in the reported cases was low, although it prob- 
ably did not represent the true mortality rate because of 
the manner in which the cases were selected. 
Spontaneous rupture of the normal spleen represents a 
problem in diagnosis rather than a problem in therapy. Al- 
though the clinical features clearly indicate the true nature 
of this disorder, the diagnosis usually fails to receive con- 
sideration because of the absence of a history of injury. In 
all but one of the cases on record, some other disease was 
believed to be responsible for the symptoms and signs, most 
commonly perforated peptic ulcer. As a result, valuable 
time was often wasted in observation of the patient, and 
once operation was undertaken, the initial abdominal inci- 
sion was usually one through which splenectomy was difli- 
cult or impossible to perform. It is our belief that in the 
majority of instances, the surgeon who encounters a case of 
spontaneous rupture of the normal spleen will make the 
correct diagnosis if he is familiar with this disorder.—Mar- 
SHALL J. OrLorr, M.D. and Geratp W, PeskIn, M.D., Inter- 
nat. Abstr. Surg., 106: 1, 1958. 
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THE SPECIALIZED STRUCTURE and function of the uterine 
cervix have many practical implications. Perhaps these 
warrant review from time to time. We remember the 
gross appearance of the cervix and its size and shape. 
Perhaps we do not recall that it is composed of 80 per 
cent fibrous tissue, the remaining 20 per cent being 
elastic tissue and smooth muscle. 

What is the function of the cervix? The secretion 
from its numerous glands varies with the menstrual 
cycle. During the nonovulatory phase the mucus is 
thick and viscid. This prevents infection from entering 
the uterus. During ovulation, the mucus becomes 
thinner, permitting entrance of spermatozoa. These 
changes are controlled by the sex hormones. During 
pregnancy, the function of the cervix is to retain the 
products of conception—to keep them from falling out. 

The cervix is subject to many pathologic conditions. 
The common ones are infections and tumors, both be- 
nign and malignant. However, some disturbances are 
evident only because of abnormal function of the cervix. 
For example, a new concept of an etiology of abortions 
is called “the incompetent cervix.” This seems to be 
a weakness of the cervix that does not counteract the 
thythmic uterine contractions. Some ingenious fellow 
has even introduced a purse-string-like suture around 
the cervix for this condition, and he claims it to be 
successful. 

During labor the uterus would probably be better off 
without a cervix. It tends, even under the best of con- 
ditions, to interfere with the descent of the baby. 
Ideally, the uterus and cervix should follow a peri- 
staltic pattern during labor, the cervix relaxing when 
the uterus contracts. Both the sympathetic and the 
parasympathetic nervous systems control the actions 
of the cervix and uterus. Disturbances in autonomic 
balance result in uterine colic, or cervical spasm, with 
prolonged and painful labor. It is thought that emo- 
tional disturbances are often at least contributing fac- 
tors in this condition. 

There seem to be varying amounts of uterine cervical 
muscle, elastic tissue and fibrous tissue in different 
patients. An excess of fibrous tissue can make a rigid 
cervix, that dilates more slowly and tears more easily 
than usual. An interesting condition occurs as conglu- 
linatio orificii externi cervicis (cervical stricture or ste- 
nosis). There has been occasional chagrin to find that 
what was thought a completely dilated cervix without 
progress in labor was actually conglutinatio. 

The treatment of cervical dystocia consists essen- 
tially of patience on the part of the physician, fortified 
by judicious sedation of the patient. The new hormone 
telaxin should prove of value in softening the cervix. 
Too little consideration is usually given to the impor- 
lant part the cervix plays in parturition. 
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The Uterine Cervix 


ANSEL WOODBURN, M.D. 
Urbana, Ohio 
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The Social Component 
of Clinical Medicine 


HARRY T. PHILLIPS, M.D. 


Harvard School of Public Health 
Boston, Massachusetts 


There has been considerable acceptance of the impor- 
tance of social factors in the practice of public health. 
In clinical medicine, however, we have tended to 
neglect the social dimension. Many aspects of medical 
diagnosis and treatment require consideration of 
“social factors in the etiology of disease,” “‘patient- 
doctor relationships,” “‘the patient as a member of 
his family” and “‘the patient as a member of his 
community.” These are of particular importance to 
family physicians, who have opportunities for seeing 
all the members of a family and over prolonged 
pertods. In the fields of clinical research, teaching 
and practice, there is evidence of increasing interest 
in our growing knowledge of the social sciences in 
medicine. However, the frequent repetition of the 
need for considering the social (including the psy- 
chologic and personal) aspects of clinical medicine 
suggests that there is unnecessary delay in applying 
our knowledge of the subject in practice. 
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SURGEONS are not continually exhorted to use aseptic 
techniques in their operative work. Yet, since the time 
of Hippocrates, there have been recurrent reminders to 
physicians, young and old, of the need to give con- 
sideration to the personal, psychologic and social 
aspects of medical practice. 

There are probably several reasons for this difference 
in the degree of acceptance of two basic principles of 
medicine. The destruction of microbes is a relatively 
simple mechanical process, the advantages of which are 
readily demonstrated. Once effective procedures for en- 
suring asepsis have been established, these can easily be 
made into a routine which requires little modification 
with different patients. In carrying out these aseptic 
precautions, we (the doctors) do not need to become 
personally involved—in fact, the techniques used de- 
pend largely on the efficiency of the operating room 
nurse. 

On the other hand, when we consider the personal 
needs of our patients, we become involved in a far more 
complex and intangible set of phenomena. Our knowl- 
edge of this area of human behavior is still relatively 
meager, and subconsciously we may have need to de- 
fend our own personalities by remaining aloof from our 
patients and their problems to a greater or lesser extent. 

Modern scientific medicine is based largely upon the 
assumption that man is both a physico-chemical and a 
biologic organism. Only recently, however, have physi- 
cians begun to accept the scientific significance of the 
fact that the patient has another set of functions by 
virtue of his being a member of society. These sociat 
functions play a dynamic part in influencing the deli- 
cate balance of mechanisms which constitute “being 
well,” “becoming ill” or “recovering from sickness.” 
(In this paper “‘social”’ is used in the following senses: 
“of or pertaining to society, especially as an organism 
or as a group of interrelated, interdependent persons; 
of or pertaining to human relationships.”) The job of 
the physician is to assist in modifying the physical, 


chemical, biologic or social state of the patient in his 
environment. Illness and health are not phenomena 
isolated from the rest of man’s experience. 

One result of the great expansion of medical knowl- 
edge, and the consequent increase in professional spe- 
cialization in recent years, has been the diminishing 
capacity of the general practitioner to retain his impor- 
tant funetion of family physician. This applies par- 
ticularly in modern, rapidly-growing industrial com- 
munities where the family is losing much of its function 
as a unit of living and where specialist services are so 
easily obtained. Despite reaction on the part of some 
of the medical profession, and attempts made to re- 
define the place of the generalist in medical care, it 
seems clear that the days of the “medical jack-of-all- 
trades” are numbered— unless he can show he is master 
of something. 

Many believe that general practice, because of its 
unique opportunities for intimate and prolonged ob- 
servation of patients, will still be able to hold its own 
even in communities with large numbers of specialists. 
This could conceivably occur only if general practi- 
tioners become physicians whose special skills were 
the promotion of health and the prevention and early 
diagnosis of disease in the family setting. For this task, 
a knowledge of the social sciences would be essential. 

Membership of various groups has important etio- 
logic implications, and it has long been recognized that 
social factors predispose to certain types of illness. In 
fact, many diseases such as tuberculosis, syphilis, 
rheumatic heart disease and gastroenteritis, found pre- 
dominantly among the underprivileged, were tradi- 
tionally labeled ‘social diseases.” This appreciation of 
the importance of man’s relationship with his fellow 
beings has had far-reaching political results, and gov- 
ernment at different levels has assumed increasing re- 
sponsibility for the prevention of ill health and the 
treatment of disease, either directly or through legis- 
lative controls. 
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The history of organized public health is, in fact, 
largely the story of the successful welding of medical 
and social services, and interplay between these 
factors in the solution of health problems has been 
described and summarized by a number of authors. 

Much less attention, however, is being given to the 
social aspects of individual cases by medical practi- 
tioners in their daily practice. True enough, a new 
profession has arisen— that of medical social work— 
whose members help patients and their families to 
acquire knowledge, attitudes and insights which assist 
in the solution of medical problems. But there are 
comparatively few qualified medical social workers, and 
at the present rate of training, it would require several 
generations before there would be sufficient numbers to 
deal with the social problems of all patients— even if 
such a division of labor were considered desirable. For 
better or worse, physicians for many years to come will 
have to recognize and deal with the social problems of 
their patients. In all patients there is a social dimen- 
sion, just as there is a physical and a psychologic 
dimension, which is to be considered in etiology, diag- 
nosis and treatment. The physician can increase his 
efficiency as health advisor, diagnostician and therapist 
by becoming more sensitive to the social interactions 
between the patient and his society, and between the 
patient and himself. 


Extent of the Social Component 


1. Soctat Facrors Er1iotocy or DIsEASE 


The great accumulation of knowledge that connects 
factors that may be socially determined (e.g., income, 
diet, occupation, housing) with health, will not be dis- 
cussed here. The influence of these factors on health is 
today the concern of public health practitioners. 

Largely as a result of the development of dynamic 
psychiatry in modern times, we are beginning to appre- 
ciate the importance of stresses of many kinds in the 
etiology of disease. Apart from the upheavals caused by 
war and other major social revolutions which have been 
recognized as mass predisposing factors to ill health, 
we are now aware that interpersonal relationships and 
other social factors are important variables affecting the 
state of health of individuals, both positively and nega- 
tively, causing psychologic ill health in addition to 
many diseases which we label “psychosomatic.” In 
pediatrics, particularly, we are appreciative of the im- 
portance of sound intrafamilial relationships as one of 
the bases of good mental health in later life. 

It may be, however, that enthusiastic proponents of 
the psycho-social causes of ill health have overstated 
their case at times and a more sober evaluation of the 
importance of such factors is in sight. Psyche and soma 
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cannot in reality be separated, and even ifa psychologic 
factor in the causation of disease may not be found, 
there are always psycho-social effects of illness which 
need to be considered. 


2. Pattent-Docror RELATIONSHIPS 


The relationship between the patient and his physi- 
cian is an important element in the therapeutic proccss. 
It is now recognized that in the past this relationship 
was often responsible for the greater part of the doctor’s 
ability to help his patient. In modern times, with our 
increasing armamentarium of effective medical and 
surgical procedures, the attitude of the patient toward 
his attendants may be of diminishing relative impor- 
tance, but it remains a significant component of the 
therapeutic process. A doctor may prescribe the phar- 
macologically correct treatment for his patient and yet 
fail to allay his fears and anxieties, or fail to make him 
feel that everything possible is being done under the 
circumstances— two important satisfactions sought by 
the patient on going to his doctor. 

An increasing number of physicians appreciate that 
treatment begins from the moment doctor and patient 
meet. In addition to providing the information essential 
for making a medical diagnosis, the interview and the 
physical examination of the patient can be of consider- 
able therapeutic value. Emotional reactions of pa- 
tients to their illnesses, and to their separation from 
family and occupation, can be alleviated or aggravated 
by the skill (or intuition) with which the physician 
manages his patient. Much of the so-called “art of 
medicine” consists in the intuitive development of 
rapport between the physician and patient, and certain 
aspects of this facet of medical care are now being sub- 
jected to scientific observation and systematic study. 

The practical importance of these factors is illus- 
trated by an investigation of the reasons for the dis- 
satisfaction of patients with their treatment— 92 out of 
283 causes given were related to lack of interest on the 
part of their doctors. Another illustration of the way 
in which social factors may stand in the way of efficient 
medical care is provided by the analysis of reasons 
which prevented mothers from responding to the ad- 
vice given in a child health center. In general, failure 
was due to the fact that the advice was not practical, 
it was unacceptable for personal or cultural reasons, 0! 
it was not clearly understood. Treating one’s patients 
with consideration and understanding, thus, is not only 
courteous, but it also becomes good professional 
practice. 


3. THe Patient AS A MEMBER OF His FAMILY 


From an etiologic standpoint, the family background 
of the individual is of obvious relevance. Not ouly dots 
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gic the patient share the genetic heritage of his blood 

nd, relatives, but he is also largely subject to the same 

+ physical environment, diet, microérganisms, economic 
resources and attitudes of the other members of his 
family. 

In recent years, the importance of the interaction 
vale between the personalities of various members of the 
sell family is becoming broadly accepted by most physi- 
ship cians. However, few appreciate fully the strength of 
tor’s the relationship that frequently exists between the 
om structure and function of a patient’s family on the one 
and hand, and the etiology, diagnosis, prognosis and man- 
wail agement of a patient’s illness on the other. The alert 
\por- physician, or the researcher especially on the lookout 
f the for such interactions, is sensitive to these aspects of 
har- medical practice, but only the family practitioner has 
d vet the potential (and often, actual) advantage of being able 
» hime to know professionally all members of the family, and 
. te over a lengthy period of time. 
ht by The position of the patient in his family is frequently 

a factor that the physician has to contend with in de- 
e that ciding upon treatment. Perhaps in the care of the 
atient dying patient the need for treating the family as well 
ential as the patient is most obviously emphasized. But in all 
id the illnesses, family resources, human and otherwise, have 
sider- § to be considered by the physician. 
pos 4, THe PATIENT IN THE COMMUNITY 
avated The attitude of society to its sick members has varied 
ysician from time to time and place to place. In our society, 
‘art of the sick person occupies a special position. He is ex- 
ent of | ¢mpt from certain obligations, such as working— pro- 
certain vided “he can’t help it,”—and, except in mild cases, 
ng sub- J 18 “in need of help,” but is expected to cooperate with 
study. § his attendants. The relationship of the patient to other 
s illus: | members of the community has been of interest to the 
he dis- § medical profession, chiefly for public health reasons, 
2 out of § and in western society we now recognize that the pa- 
- on the ff} tient may require help from the community because of 
the way ff his economic inability to procure the treatment he 
efficient | needs. This applied at first to patients suffering from 
reasons | Chronic diseases such as insanity and tuberculosis, but 
the ad-{§ today many other long-term illnesses are being simi- 
, failure larly treated. 
ractical, In dealing with the individual patient, physicians 
sons, ot are frequently faced with the difficulty that their pa- 
patients tients have cultural values different from their own. 
not only § Far too often in the past, such differences have been 
fessional ‘garded by the physicians as due to “stupidity” or 
“ignorance,” and have resulted in a poor relationship 
between doctor and patient. Cultural anthropologists, 
however, have been able to demonstrate the importance 
-kground of membership of various groups and subgroups in 
only docs determining the behavior of individuals and their re- 
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sultant state of health. It is important to appreciate that 
the patient belongs to a number of subgroups, based 
for example on age, sex, religion, occupation and na- 
tionality, and each of these memberships may influence 
his behavior in such a manner as to have serious re- 
percussions on his health. Such cultural factors not 
only may affect the patient’s ability to buy health 
services, but may also determine his values and moti- 
vations in using such services. 


Practical Applications 


What are we doing, and what more can we do to 
translate the expression of high-sounding sentiments 
concerning the need for a more personalized approach 
to patients into practical reality ? What signs are there, 
in the practice of clinical medicine today, that the 
social component of the patient’s problem is being 
considered and that facilities are being provided for 
the more extensive use of social factors in diagnosis 
and treatment? 

According to the Annual Report of the Common- 
wealth Fund, “. . . scientific medicine has hitherto been 
weakest in relation to the patient’s affective life and his 
social environment. The behavioral sciences are al- 
ready helping the doctor to rely less on intuition and 
more on systematized knowledge as he approaches 
these facets of the patient. Not to make use of them so 
far as they are usable would seem to be unscientific. 
Can scientific medicine be anything less than com- 
prehensive ?” 

Activities demonstrating acceptance of these state- 
ments are seen in many fields. 


RESEARCH 


Various facets of the subject have been studied in 
recent years. Perhaps the best known of these re- 
searches was conducted at the Peckham Health Center 
in London, where an attempt was made for several 
years to relate family living and health. But there have 
also been a number of researches in this country which 
have had, and are having, considerable influence on 
thought in the profession. Robinson reported on the 
social problems that were common to particular types 
of hospital patients, and pleaded for a greater con- 
sideration “of the patient as a whole.” Richardson 
stressed the fact that interpersonal relationships in the 
families of patients are of paramount importance in the 
understanding and treatment of illnesses. Simmons 
and Wolff made a study of the application of social 
sciences in medicine and emphasized the need for con- 
sidering the individual as an organism in his physical 
surroundings, as a group member in his society and as 
a person in his culture; in these differing spheres of 
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action, debilitating stresses frequently are of consider- 
able etiologic significance. The Family Health Main- 
tenance Demonstration has explored the possibility of 
using a multidiscipline team to provide continuing 
and comprehensive health and medical care to a group 
of families on an experimental basis. Caplan and his 
coworkers are studying the effects of crises upon the 
health of families. Kirkwood has reported on a study 
that was carried out in the outpatient department of 
an obstetric hospital and in which not only mother and 
child, but other family members and the family as a 
whole, were studied by a team of workers. 

In certain areas medical researchers and social sci- 
entists have joined forces to study a number of socio- 
medical problems. For instance, at the Harvard Schools 
of Medicine and Public Health in 1954, it was reported 
that there were approximately 100 research projects 
that related directly to behavioral sciences. Similar, if 
less intense, interest is manifested in other academic 
circles in many countries today. 

All these studies, and many others not mentioned, 
reflect growing interest in the problems of integrating 
in theory and in practice our rapidly increasing medi- 
cal knowledge. And as an important corollary, they 
seek an answer to the question, “How can the general- 
ist best function in medical practice?” 


‘TEACHING 


Medical teachers from time immemorial have ex- 
horted their students to take cognizance of the personal 
aspects of the patient. Hippocrates, in his first apho- 
rism, says: 


Life is Short, and the Art long; the occasion fleeting ; 
experience fallacious, and judgment difficult. The 
physician must not only be prepared to do what is 
right himself, but also to make the patient, the atten- 
dants and the externals cooperate. 


Sir William Osler inspired his students, not because 
of his ability as a research worker or his original 
thinking, but because of his personality and his under- 
standing of the relationship between the patient and 
his surroundings, which included his doctor. Peabody, 
in his classic description of the care of the patient, 
emphasized that the key to good medical practice was 
a consideration of the psycho-social factors. 

In many medical schools there has been a developing 
activity aimed at conveying a broader concept of medi- 
cal practice to students. This has shown itself in the 
form of experiments devised to involve the students in 
observation and care of patients over a prolonged pe- 
riod, both institutionally and in the home. Some of 
these experiments aim to show the basic unity of the 
family and the advantages of continuity of care, both 
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in health and in disease. In addition, teachers of psy- 
chiatry and pediatrics are, it is hoped, also helping to 
a greater extent in giving medical students a more 
integrated view of patients and their needs. Neverthe- 
less, students exposed to such educational experiences 
are likely to find less and less opportunity in many 
areas for practicing the sort of medicine they learned 
because of the diminishing importance of family prac- 
tice in medical care. 


PRACTICE 


All practicing doctors, and especially family physi- 
cians, are faced with the necessity of recognizing the 
social functions of their patients as well as the social 
service nature of their work. Because of the growing 
interest of teachers and researchers in this aspect of 
medical care, the number of physicians who con- 
sciously and deliberately utilize the social resources 
of the individual, his family and his community ap- 
parently is increasing. 

The writer has had several years’ experience in a 
comprehensive health and medical care service. In this 
organization, a team headed by a family physician and 
based on a health center provided continuing medical 
care— preventive and curative, outpatient and domi- 
ciliary—on a family basis, to a whole neighborhood. 
This health center was established in an economically 
depressed community and was promoted because of 
the absence of any other effective service. The experi- 
ence gained in this experiment convinced a number of 
practitioners, including the writer, of the wisdom and 
practicability of providing a service that took into con- 
sideration not only “‘medical,” but also “‘social” factors. 

In this country, there have been combinations of 
health and welfare services, but mainly administra- 
tively, at the level of government. However, integration 
of health and welfare services, or of preventive and 
curative services, is generally (with few notable ex- 
ceptions) achieved only in military, industrial or 
institutional settings. 

The social needs of patients obtrude themselves 
most forcibly in the cases of the chronic sick, children 
and the poor. There has been a renewed interest in 
the problems of the long-term patient, and the possi- 
bilities of rehabilitation of disabled individuals are 
being explored at several levels. In at least one large 
city health department, the influence of mother-child 
relationships on health is being demonstrated to 
workers-in-training at the clinics. 

‘With the development of health insurance schemes 
of various kinds, it is likely that a larger number of 
opportunities will arise for providing the framework 
that will promote the utilization of social factors in 
medical care, not only on the community level, but 
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siderable degree of comprehensiveness. 
There are evidences, too, that hospitals, especially 


also at the clinical. Some plans already offer a con- 


lead and deliberately developing a technique of “social 
therapy.” 


It has been said that correct diagnosis is the basis of 


| 
e- those providing services for long-term patients, are _ scientific medicine, and that “scientific medicine must | 
es beginning to utilize the social resources of the patients | become comprehensive medicine, yet not become 
ay and the community by the provision of home care pro- __ thereby any less scientific.” It seems that in clinical 
ed grams and the use of voluntary workers in the hospital —_ medicine we are making numerous uncoordinated and | 
ic and in the community. sporadic attempts to add the social dimension to the 
In hospital practice today, the social service is play- _ physical and biologic, but our practice lags far behind 
ing an increasing part in providing the necessary our precept. If the family physician is to keep up with 
support to physician and patient in diagnosing and _— modern trends and maintain or improve his status 
si- treating ill health. However, the social worker is often —_ with the public and the medical profession, he should 
the called in only when the doctor, or frequently the nurse, _ give thought to the growing contributions of the social 
ial recognizes that the patient requires social service and _ sciences to the understanding of medicine. 
ing there is still relatively little communication between 
of doctor and medical social worker. It would seem that : RG , 
4 A coupon for ordering an extensive bibliography accompanying 
on- in the utilization of the social functions of the patient ais article may be found adjacent to or near the Index to Adver- 
ces for his rehabilitation the psychiatrists are taking the _fisers. 
ap- 
na 
this 
and 
nod, 
rally PRESENTING SYMPTOM Polycythemia 
of 
peri- Wuen camp or adult is found to have polycythemia, 
er of congenital heart disease is among the diagnoses to be con- 
and sidered. Suppose, in addition, that an enlarged pulmonary | 
con- artery is noted on the chest roentgenogram and there is __ 
tors. electrocardiographic evidence of right ventricular hyper- 
aan trophy. However, there is no murmur, and no clubbing or 
eal cyanosis of the fingers. 
ES In this case, a careful look at the toes can be rewarding. 
an Any degree of cyanosis and clubbing in the toes (and not 
Foe im the fingers) is pathognomonic of a disease now diag- 
.e nosed with increasing frequency. This is patent ductus 
al or arteriosus with reversed flow. 
Usually, blood flows through a ductus from aorta to pul- 
selves monary artery. With progress of vascular disease to a 
ildren certain point, the pulmonary arterial pressure may rise 
est in above that in the aorta, and flow is reversed. Only the lower 
possi- halfiofthe body may then be cyanotic. Polycythemia occurs. 
ls are A murmur is often not present. 
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Current Attitudes About Atherosclerosis 


DONALD S. FREDRICKSON, M.D. 


National Heart Institute, National Institutes of Health 


Bethesda, Maryland 


Evidence grows that fat metabolism is causally related 
to atherosclerosis. Susceptible persons can sometimes be singled out 


by doing blood lipid or lipoprotein measurements. 


And for some patients, dietary instruction appears to be in order— 


instruction that includes (1) proper caloric intake, 


(2) curtailment of saturated fat. To date, there is no drug therapy 


that deserves unqualified recommendation. 


AT PRESENT it is more accurate to consider the problem 
of atherosclerosis, especially its clinical management, 
in terms of attitudes rather than in terms of established 
facts about the causes, prevention and cure of this dis- 
ease. The chronic nature of atherosclerosis, the awk- 
ward uncertainties in pre-mortem diagnosis, and the 
requirement that man be the ultimate experimental 
subject make it very difficult to satisfy the demand for 
categoric answers from the brilliant but limited re- 
search advances which have been so recently made. 
The result is an understandable and, no doubt, tem- 
porary chaos, from which the physician is, never- 
theless, expected to extract something worth while for 
his patient’s care and comfort. 

It may be refreshing to review a few questions con- 
cerning atherosclerosis along with some answers apt 
for the time of this writing. While the answers will be 
meant to reflect a majority opinion of those closely 
studying this disease, they must be taken for what they 
are—current attitudes about atherosclerosis. 


First Question 


Are we any closer to understanding the cause of 
atherosclerosis than we were say, five years ago? 

Answer: Yes, we are. At least evidence has grown 
much stronger which tends to incriminate fat—either 
fat in the diet or some wayward aspect of fat metab- 
olism—as causally related to atherosclerosis. 

Up to five years ago, almost all the evidence support- 
ing this relationship had been obtained by direct ex- 
periments with animals. The work is now about 45 
years old which first showed that the feeding of cho- 
lesterol to rabbits could lead to development of typical 
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lesions in their arteries. In recent years this has been 
extended to other animals, up to and including the 
monkey. But such experiments still fall short of the 
critical animal, man. Because of the obvious difficulties 
of performing this last and most important experiment, 
more recently the evidence has been sought indirectly, 
through epidemiologic studies. These have taken sev- 
eral forms. One has led to incontrovertible evidence 
that groups of patients with good clinical evidence of 
coronary artery disease have higher blood lipids than 
comparable groups of normals. This is certainly true 
for Americans, and it appears to be valid for some other 
population groups as well. In the study of populations 
on a world-wide basis, it is also strongly suggested that 
the nature of the diet is correlated with the plasma 
lipid levels and the incidence of atherosclerosis. It may 
be tentatively concluded, at least, that diet is more im- 
portant than race, for example. 

Most of these studies have concentrated upon the 
amount, and more recently, the kinds of fat eatenby 
one group as opposed to another. They have suc- 
ceeded in demonstrating that populations eating larger 
amounts of animal fat seem to have more atherosclero- 
sis. They have not proved a cause and effect relation- 
ship and have not attempted to rule out all other 
variables even in the diet. 

Finally, although most advances have been made in 
correlating lipid metabolism with atherosclerosis, there 
are other areas, some unrelated, of progress. There is 
now convincing statistical evidence that hypertension 
accelerates development of atherosclerosis. Intimal in- 
jury and other local effects have been demonstrated to 
be of importance, and various aspects of blood-clot- 
ting mechanism are being given increasing attention. 
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Second Question 


If most Americans have higher values for blood 
cholesterol than, say, the South African Bantus, does 
measurement of blood lipids constitute a worthwhile 
clinical test for screening patients for atherosclerosis 
in this country ? 

Answer: Yes. Blood lipid measurements do help sin- 
gle out patients prone toward accelerated development 
of atherosclerosis. However, every physician is aware 
that many patients may still have severe atherosclerotic 
coronary artery disease with blood lipid values well 
below the considered upper limit of normal for our 
population. 


Third Question 


Aren’t cholesterol measurements old fashioned, and 
isn’t it better to measure the plasma lipoproteins or the 
“atherogenic index” ? 

Answer: First, let us review several helpful points 
about lipid transport. All the fats in the blood circulate 
bound to protein. The cholesterol, phospholipids and 
the triglycerides, sometimes called neutral fat, are 
present in plasma and lymph in association with glob- 
ulins, or as “lipoproteins.” The small amount of lipid 
remaining, the unesterified fatty acids, are largely 
bound to albumin. The lipoproteins contained in the 
plasma of a normal fasting human may be considered 
for convenience in two great groups, arbitrarily called 
the “low density” and the “high density” lipoproteins. 
Each group contains several subspecies of lipopro- 
teins. The low density lipoproteins have been divided 
into classes by means of ultracentrifugal techniques 
first described by Gofman and his colleagues. They are 
denoted by S; numbers which indicate the rate of flota- 
tion of the lipoproteins, a property inversely related to 
their densities. The “atherogenic index,” introduced 
by these workers, is a mathematical term derived from 
the sum of the weighted concentrations of certain of 
the S; classes. They have shown that the average 
“atherogenic index” of a group of patients with coro- 
nary artery disease is significantly higher than a group 
of similar age and sex who are free of clinical evidence 
of atherosclerosis. Strictly speaking, measurements of 
plasma cholesterol and plasma low-density lipopro- 
teins are not the same. With the lipoproteins one also 
indirectly obtains a measurement of other lipids, par- 
ticularly the triglycerides, which make up more of the 
lipoprotein molecules of lower density (and higher Sy 
values). About two-thirds of the cholesterol normally 
present in plasma is carried in the low-density lipo- 
proteins. For reasons only poorly understood, it hap- 
pens that an elevation in plasma cholesterol usually 


GP October 1958 


expresses itself in a raised concentration of some or 
all of the low-density lipoproteins. Hence measure- 
ment of cholesterol gives a rough index of low-density 
lipoprotein levels. It alone does not distinguish be- 
tween which §; classes of lipoproteins may be elevated. 
Gofman and his group have stressed that these latter 
measurements, which constitute the “atherogenic in- 
dex,” are necessary for accurate diagnosis of patients 
with an atherosclerotic tendency, and, more recently, 
for proper dietary management of such patients. 

Recently a careful study of the relative diagnostic 
values of cholesterol and lipoprotein determinations 
was published. It un‘ortunately involved only a two- 
year period of observation, a short interval for study of 
atherosclerosis. The results failed to convince the ma- 
jority of the workers involved that the more sophisti- 
cated lipoprotein measurements were any more suc- 
cessful than cholesterol measurements alone in helping 
select those patients likely to soon develop coronary 
artery disease. This by no means disproved the possi- 
bility that certain lipoproteins have more to do with 
the cause of atherosclerosis than cholesterol alone. The 
present evidence makes it extremely difficult, however, 
to recommend to a physician that he use the more ex- 
pensive ultracentrifugal analyses as a routine diag- 
nostic procedure. 


Fourth Question 


What is the exact relationship between dietary fat, 
the blood cholesterol and the atheroma? 

Answer: The exact relationship between these three 
parameters is still a major unsolved problem. A rela- 
tionship of the dietary fat to atherosclerosis is strongly 
suggested by epidemiologic studies. On the basis of 
good experimental studies, a relationship of dietary 
fat to plasma cholesterol likewise seems to be estab- 
lished. There is not enough evidence to be absolutely 
certain that these three factors are sequentially in- 
volved, i.e., that dietary fat is related, through elevat- 
ing the plasma cholesterol, to the development of 
atherosclerosis. Despite the studies that indicate that 
some fats have differing effects on the plasma choles- 
terol, there is yet no experimental evidence in man, or 
in animals for that matter, that different kinds of diet- 
ary fat will have a different effect on the development 
of atherosclerosis. The evidence to forge this impor- 


tant link in the chain must still be obtained. 


Fifth Question 


What exactly is currently meant by dietary fat in 
relation to atherosclerosis? Is this the amount of cho- 
lesterol in the diet or is it something else? 
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Answer: It has been shown that the amounts of cho- 
lesterol per se likely to be found in the American diet 
do not influence the plasma cholesterol level. Emphasis 
has passed from cholesterol to the triglycerides or 


esters of fatty acids and glycerol, which make up most | 


of the body and dietary fat. These dietary constituents 
have been shown to affect plasma cholesterol. 

The triglycerides consist mainly of fatty acids which 
may differ chemically in several ways. One important 
difference is the degree of saturation with hydrogen of 
the bonds linking carbon atoms in the fatty acid chain. 
Acids containing double bonds are called unsaturated 
acids, because they still can be saturated with more 
hydrogen at these linkages. The saturated acids have 
no carbon-to-carbon double bonds. 

It is convenient to define the degree of unsaturation 
in terms of the iodine number, in other words, by the 
amouut of iodine which can be added to existing dou- 
ble bonds. The more iodine, the higher the iodine 
number, and the greater the degree of unsaturation. 


Sixth Question 


What are the sources of the saturated and unsat- 
urated fats? 

Answer: With the exception of one vegetable fat, 
coconut oil, most saturated fats are of animal origin, 
such as milk and egg fat, lard and other meat fats. Most 
unsaturated fats such as olive, peanut, cottonseed, 
corn, soybean and safflower oils come from plants. 
Some of the most unsaturated fats such as the fish oils 
again may be animal in origin. Commercially, hydro- 
gen is added to many naturally unsaturated fats to pro- 
tect against rancidity and alter their texture for vari- 
ous purposes. 

Good evidence, based strictly on experimental diets, 
indicates that there is a very real difference between 
the effect of certain dietary fats on the plasma choles- 
terol. When given in large amounts (50 to 100 grams 
per day) those fats which are saturated will raise the 
plasma cholesterol. When these fats are replaced by 
large amounts of unsaturated fats, such as corn oil, 
the cholesterol level is lowered. There is no question 
about these experimental facts at the present time, 
although it is not certain that degree of saturation is 
the only factor involved in results obtained with these 
diets. 


Seventh Question 


Is, then, vegetable fat (oleomargarine) healthier 
than animal fat (butter) ? 

Answer: This question has been raised to make a 
point. The actual answer is unknown. Oleomargarine 
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usually consists largely of a mixture of naturally un- 
saturated cottonseed and soybean oils. However. 
partly because the housewife may not like her spreads 
to run at room temperature, and for other reasons. 
oleomargarine is partially hydrogenated. While few if 
any studies have been made using oleomargarine as 
the only source of fat, extensively hydrogenated vege- 
table oils appear to have the same effect on plasma 
cholesterol as do the saturated animal fats. Hence the 
origin of fat is less important than the subsequent 
handling, if this includes hydrogenation. 


Eighth Question 


The so-called essential fatty acids like linoleic acid 
are unsaturated and come largely from vegetable 
sources. Is not atherosclerosis then a deficiency dis- 
ease, a deficiency of essential fatty acids or of vitamins ? 

Answer: However attractive this hypothesis may be, 
it has not been buttressed as yet by much experimental! 
data. Most nutritionists believe there is no evidence of 
an absolute deficiency of essential fatty acids in the 
American diet. It has also not been shown that es- 
sential fatty acid deficiency in animals will produce 
atherosclerosis. 


Ninth Question 


Does the present state of knowledge warrant the use 
of diet therapy to prevent or cure atherosclerosis? 

Answer: No one knows with certainty whether alter- 
ing the fat in the diet in any way will reduce the 
amount of atherosclerosis in our population. The re- 
luctance of most nutritionists to recommend sweeping 
changes in the diet of everyone on the basis of what we 
now know is understandable. We also do not know if 
radical changes in the diet in humans will cause 
atherosclerotic lesions to regress. But, for some pa- 
tients, dietary instruction appears to be in order. 

Our best working hypothesis today is based on the 
observations that elevated blood lipids are related in 
some way to atherosclerosis and that blood lipids can 
be affected by diet. The modifications in diet necessary 
to produce presumably desirable changes in blood 
lipids have also not been demonstrated to be poten- 
tially harmful. It therefore seems unreasonable to ig- 
nore the information now available in the care of those 
patients who bear a greater threat of an untimely death 
from atherosclerosis. 


Tenth Question 


Who are these patients to whom attention to diet 
should be recommended ? 
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Answer: This group properly includes patients with 
so-called “essential” elevations in blood cholesterol 
or low-density lipoprotein levels. There is a prevailing 
attitude that it should also include any patient with 
coronary artery disease or a family history which is 
suggestive of hypercholesterolemia, xanthomas or a 
tendency to accelerated development of atherosclero- 
sis, even though these patients may have normal 
cholesterol levels. 

Ideally every patient over 40, with a suggestive his- 
tory or not, should have a determination made of 
plasma lipids. The minimum examination of blood 
lipids must be made on blood taken after an overnight 
fast. It includes: (1) Observation, preferably by the 
physician himself, of the clarity of the serum or plasma. 
If even faint turbidity is present, one may be fairly cer- 
tain that the triglycerides, and concomitantly the 
levels of the lower density, triglyceride-rich, lipo- 
proteins are elevated. (2) Determination of plasma 
cholesterol by a reputable laboratory capable of fur- 
nishing its own limits of normal in terms of age and 
sex. Every physician caring for this type of problem 
should arrange for the proper execution of these two 
simple, inexpensive tests. If more elaborate informa- 
tion is desired, serum may be sent to a specialized 
laboratory for lipoprotein analyses. With the finding 
of an elevated cholesterol level or turbidity in fasting 
serum with or without marked elevation in cholesterol 
(or the finding of abnormal low-density lipoprotein 
values), the patient deserves some nutritional instruc- 
tion from his physician. 


Eleventh Question 


What dietary changes should be recommended to 
these patients ? 

Answer: Diet instruction in atherosclerosis lies in an 
area at present so controversial that the most conserva- 
tive attitude is justifiable. In the experimental studies 
so far reported, however, three conclusions stand out 
which can be incorporated into a reasonable dietary 
approach. These are: that a diet high in saturated. 
fat will result in higher cholesterol levels than diets 
high in unsaturated fats; that a diet very low in all 
kinds of fat, and therefore usually high in carbohy- 
drate, may tend to raise, rather than lower, some of 
the low-density lipoprotein levels; that any diet con- 
taining excess calories, even if these include large 
amounts of unsaturated fat, will adversely affect plasma 
lipid levels. It has been adequately shown that obesity 
is associated with greater incidence of coronary artery 
disease. 

Therefore, for the patients chosen for attention to 
diet: (1) The proper number of calories to maintain 
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ideal weight should be prescribed. A balanced reduc- 
tion diet may have to be used initially. (2) Major 
sources of saturated fat should be curtailed. This 
means that visible fat on meats is to be left uneaten and 
the use of lean meats such as chicken and baked fish is 
to be encouraged. The use of whole milk products 
should be sharply reduced and skim milk, a valuable 
source of protein and calcium, should be substituted. 
Butter and oleomargarine should be used sparingly, 
one pat a day, for example. If an egg is eaten, the daily 
ration of lean meat should be reduced. Fruits and 
vegetables are freely permitted. Unsaturated oils, like 
corn, cottonseed, soybean, safflower, peanut and 
others, which are inexpensive and widely available, 
should be used liberally and with all ingenuity. Such 
oils may be used not only as salad dressing but for 
cooking and some baking as well. For some patients, 
the use of palatable commercial preparations of vege- 
table oils may be advisable as a dietary supplement, 
but never to caloric excess. There is no evidence what- 
ever to suggest that capsules containing a gram or less 
of linoleic acid will offer anything of benefit when 
added to the above balanced diet. The same is true of 
small quantities of vitamins available in certain special 
vitamin preparations, although adequate multivitamin 
supplement is a wise addition to any reduction diet. 

Such general dietary instruction represents a prac- 
tical formula designed to give appropriate patients the 
benefit of current developments in research. It may 
not cure atherosclerosis, and in some cases it may 
even fail to lower elevated blood lipids. However, 
dietary management of this type represents a positive 
approach of potential benefit—about all that we have 
to offer at the present time. 


Twelfth Question 


What about drugs in addition to diet? Specifically, 
heparin, sitosterols or estrogens? 

Answer: Sitosterols are cholesterol-like sterols found 
in plants. Careful experiments have shown that daily 
ingestion of large amounts of sitosterols can lower 
serum cholesterol. A few experimentalists believe that 
some of the vegetable oil effect on serum cholesterol 
may be due to presence of sitosterols. There is evi- 
dence to indicate they may interfere with absorption 
of cholesterol in the diet, and endogenous cholesterol 
secreted into the gut. However, it is general experi- 
ence that sitosterols will usually effect not more than 
a 10 to 15 per cent fall in serum cholesterol, and this 
is not consistently obtained. A major problem, as with 
all drugs, is the apparent necessity of continued ad- 
ministration for continued effect. This alone limits 
enthusiasm for wider use of sitosterol preparations. 
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There are two possible rationales for using heparin. 
One is its anticoagulant effect. The other is the inter- 
esting fact that heparin causes the release into the 
blood stream of “clearing factor,” or “lipoprotein 
lipase,” an enzyme catalyzing hydrolysis of triglyc- 
erides. Such enzyme activity may change hyper- 
lipemic blood from a creamy to a clear state. Heparin 
is being used in several large experimental studies. 
It has been reported to increase the longevity of pa- 
tients following myocardial infarction. It is still un- 
known whether this is due to the anticoagulant effect 
or to the effect on “clearing factor.”” We are going to 
hear much more about heparin and other anti-clotting 
agents in the future, but at the present time it is still 
expensive, requiring parenteral administration, and it 
is not entirely without hazard. Long-term clinical 
trials with heparin for patients surviving myocardial 
infarction are justified. Its use in patients with ab- 
normal blood lipids but without coronary artery dis- 
ease is still experimental. 

Finally, estrogens. There is no question but that 
giving estrogens will revert the lipoprotein pattern of 
a male to that of a premenopausal female. There is 
also no doubt that the young female enjoys more im- 
munity from atherosclerosis. However, all estrogenic 


preparations must be pushed to the point where the 
patient has the usual unsatisfactory side effects before 
appreciable changes in blood lipids are observed. 
There are several long-term studies in progress on the 
effect of the estrogens on the longevity of patients sur- 
viving myocardial infarction. They have not yet pro- 
duced significant conclusions. The use of estrogens in 
uncomplicated hyperlipidemias is also still restricted 
to experimental studies. For obvious reasons, present 
estrogenic preparations will never be applicable to a 
large population of patients. 

In effect, there are today no drugs to be unqualifiedly 
recommended to the practitioner for treatment of 
atherosclerosis per se. For elevated blood lipids accom- 
panying diabetes or hypothyroidism, insulin or thy- 
roid preparations, of course, have a distinct place in 
therapy. 

These are some current attitudes about atheroscle- 
rosis. Some of them may soon be discarded; all are 
subject to change. This changeability itself expresses 
our expectation of gradually finding more definitive 
means of affecting the development of this important 
disease. 

A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 


HERE'S A HELPFUL HINT.. 


For Diagnosis of a Viral Disease 


WITH THE GREAT ADVANCES that have taken place in the 
development of laboratory methods and facilities in recent 
years, it is no longer necessary to label a disease “‘viral” 
without further identification of the etiologic agent. With 
a little extra diligence, the viral entity may be precisely 
identified. This has obvious importance in terms of ther- 
apy, prognosis and community protection against spread 
of disease. 

To illustrate, consider the case of a youngster who de- 
veloped a severe upper respiratory illness that was immedi- 
ately labeled “virus disease.” The private physician ad- 
ministered penicillin, as he said, “to prevent a superim- 
posed infection.” Soon afterward, other members of the 
family became ill and the child was thought to have been 
the source of spread for the infection. None of the patients 
died, but all of them were severely sick. 

In retrospect, in that family epidemic, although the child 
was blamed as the source of the infection, this was not the 


case at all. In fact, later studies indicated that the family 


106 


had all been afflicted with psittacosis—one of the few 
viruses which responds to an antibiotic (chloramphenicol). 
If the etiologic agent had been identified early in the 
course of the epidemic, a lot of sickness would have been 
avoided. The physician in attendance would have gained 
much respect if he had identified the source of the infection 
in the family parakeet which indeed carried the virus al- 
though it appeared clinically well. 

Identification of the causative virus would have been 
possible with the facilities that are available locally in most 
states and in the facilities of the United States Public 


Health Service. 


When a physician plans to send specimens for identifica- 
tion of a viral disease, the following are necessary: 

1. Swabs of the throat and anus from the ill patient. 
These swabs are immersed in an electrolyte solution that is 
available free from state viral laboratories or from the viral 
laboratories of the United States Public Health Service. 

2. Two specimens of the patient’s serum—one taken 
while the patient is acutely ill and the other taken two 
weeks later. 

Often the virus can be isolated from the swab, using tis- 
sue culture techniques. The two specimens of serum are 
used for the purpose of demonstrating a change in anti- 
body titer.—Lzon SMITH, M.D. 
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THE CLAVICLE is frequently difficult to evaluate roent- : 
genographically because it has a double curvature and A Technique 


lies obliquely over a background of ribs, scapula and 
other osseous structure. In 1938, Lewis described an for Better X-Ray Visu alization 
oblique view for more adequate examination of this 

bone. Another projection that clearly demonstrates the : 

clavicle is an eS il of his technique employing of the Clavicle 
a modification of the AP apical lordotic chest view, 

commonly used to visualize the lung apices (Figure 1). 

The advantages of this projection over the usual AP IRWIN M. SIEGEL, M.D. 
clavicular view are: 

1, The anatomy of clavicular curvature is more ac- 
curately shown. 

2. The bone is projected above the thoracic cage 
away from underlying structures which often tend to 
obscure pathology. 

3. The clavicle is x-rayed in a position closely ap- 
proximating that usually required for reduction. Thus, 
some estimate of post reduction position is obtained. 

Figures 2 and 3 compare this projection with an AP 
clavicular view to illustrate these points. 

It is suggested that this special view complements the 
usual x-ray examination of the clavicle and should 
prove of value in the evaluation and prognosis of 
clavicular fractures. 


Orthopedic Section, Veterans Administration Hospital 
Hines, Illinois 


Figure 1: Posrrion oF PaTiEN7: 
Lordotic; Distance (TUBE TO FILM) : 
36 inches; Tupe ANGULATION: . 
5-10 degrees cephalad; Gr Cas- 
SETTE OR Porrer-Bucxy Du- 
PHRAGM; Facrors: % second, 100 
ma, 60 kup. 


Technical assistance on this paper was rendered by Mr. Leroy L. 
Weisbecker, Department of Radiology, Veterans Administration 
Hospital, Hines, Ill. 


Figure 2: Routine AP radiograph showing double fracture of the _—_‘ Figure 3: Lordotic view for clavicle taken just after x-ray shown 
right clavicle. Proximal fracture appears without distraction with in Figure 2. Shows marked distraction of proximal fracture. No 
— in partial apposition. Details obscured by underlying apposition of fragments. Details clearly defined. 

Structures. 
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The Doctor's Role in 


In discussing disability and disability evaluation in terms 
of body functions, it is easy to lose perspective—to lose sight 

of the fact that we are evaluating the functional capacity 

of the whole man. Most disability cases can be decided primarily 
on medical grounds and the OASI disability program is therefore 
tightly anchored to medical determinatnlity. 

However, in other cases, the medical evidence, standing alone, 

does not show that the individual clearly is, or clearly is not, 
disabled in the sense defined by the law. It is in this narrow area 
that nonclinical factors must be taken into account—that we must 
consider factors such as education, training and work history. 


ARTHUR B. PRICE, M.D. 


Chief Medical Consultant, Division of Disability Operations 
Social Security Administration 


Disability Evaluation 


Department of Health, Education and Welfare 


Unper the social security disability provisions, dis- 
abled workers 50 to 65 years of age, and disabled 
dependent sons and daughters of retired or deceased 
workers, may receive monthly payments while they 
are unable to work because of a severe and long-term 
disability. Disabled workers regardless of age may have 
their social security records “frozen.” This protects 
the future benefit rights of the disabled worker and 
his family. A disabled worker must have worked under 
social security for a certain length of time. A dis- 
abled child must have become disabled before his 
eighteenth birthday. 


Administrative Framework 


Disability applications are filed in social security 
district offices. The disabled claimant must furnish 
at his own expense the medical evidence needed to 
show the nature and extent of his disability. To assist, 
the social security district office supplies each claimant 
with a report form to be filled out by his attending 
physician or other medical source. The form, de- 
signed as a guide for the reporting physician, requests 
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the kind of medical facts essential for a disability 
determination. Use is not mandatory. Narrative sum- 
mary or photocopies of pertinent records are ac- 
ceptable. (The physician returns the completed form 
by mail to the social security district office.) 

After the applicant has filed his claim under the 
disability provisions and furnished the supporting 
evidence, his case is forwarded by his social security 
district office to an agency of his state—usually the 
state vocational rehabilitation agency. Under agree- 
ments between the individual states and the federal 
government, these state agencies make the disability 
determinations for their own residents. 

It should be noted that all applicants, whether for 
benefits or for the “freeze,” are referred to their state 
VR agencies to be considered for possible vocational 
rehabilitation services. In order to promote rehabilita- 
tion efforts, the law provides for the suspension of 
disability payments if available rehabilitation services 
are refused without good cause. Conversely, if a 
person performs work pursuant to an approved state 
VR program, his benefits may continue to be paid to 
him for as much as 12 months after he starts that work. 
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The evaluation of disability is made by a “review 
team” in the state agency. There are at least two 
‘ professional people on each team. One of the two is 
a doctor of medicine (often a practicing physician 
who serves with the state agency on a part-time 
basis) ; the other is trained in evaluating the personal 
and vocational aspects of disability. The team must 
take the responsibility of deciding whether the appli- 
cant is sufficiently disabled to prevent him from en- 
gaging in any substantial gainful activity within the 
foreseeable future. 

In order to assure equal treatment of applicants 
in all parts of the country, state determinations are 
reviewed by BOASI professional personnel trained 
in evaluating the medical and legal aspects of dis- 
ability. The bureau may reverse a state finding that 
disability exists, but it cannot reverse a finding that 
no disability exists. Such a decision is subject only to 
appeal by the applicant. 


How the Doctor Can Help 


The reporting doctor can fulfill his responsibility 
to his patient (and expedite decision) by furnishing 
initially a medical report that provides a full and ob- 
jective clinical picture of his patient’s condition. De- 
tails about the history, symptomatology, clinical find- 
ings and diagnosis will permit a- realistic evaluation 
of the effect of the impairment on the claimant’s 
capacity for work. The medical report form was made 
as short as possible—limiting its content to the 
minimum information needed to make a determination 
of disability. In a moment I will explain in more detail 
why we need the kind of medical facts listed on the 
form. 

In many cases it is necessary to write back to the 
reporting physician because the medical report does 
not contain enough clinical facts. As a rule, to evaluate 
the severity of impairments, the same kinds of medical 
facts are needed that the attending physician needs 
in making his diagnosis and treating the patient. 
Certain medical facts, however, are more highly sig- 
nificant to disability evaluation than to the medical 
management of the patient’s condition—in particular, 
evidence that measures remaining functional capacities 
of mind and body. Complete and objective initial 
evidence eliminates the need to write back to the re- 
porting physician for additional information concern- 
ing the patient. 

Where the evidence initially submitted indicates a 
reasonable likelihood that the claimant is disabled but 
more precise clinical or laboratory findings are needed 
0 arrive at a sound decision or to resolve conflicts 
m the evidence, an independent medical examina- 
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tion may be ordered to obtain additional facts. Se- 
lection of consulting physicians and payment of fees 
are governed by state practices. 


Who Makes the Disability Determination? 


In submitting a good medical report initially, the 
doctor contributes to his patient’s welfare by making 
possible a prompt decision. He is not, however, asked 
to decide the issue of his patient’s “disability.” That 
decision must be made within the scope of the social 
security laws; often it is based on evidence from more 
than one medical source. Also, the determination 
must take into account other factors that may affect 
the person’s ability to work—factors such as education, 
training and work experience. The evaluation of these 
factors involves considerations in addition to the 
medical evaluation. 

By means of specific instructions given at the time 
of filing, and informational activities, an effort is 
made to insure that every applicant understands that 
the decision as to the degree of his disability rests, 
not with the reporting physician, but with the ad- 
judicative and medical staff of the administrative 
agency. 

Some doctors think that they should be reimbursed 
for the cost of preparing the medical report and it is, 
of course, quite within their prerogative to charge 
the patient a fee for that service. However, under 
the law, the Social Security Administration cannot 
pay that fee; that is the individual’s responsibility. 
Sometimes the reporting physician thinks he can- 
not charge the applicant for the medical evidence 
and therefore provides it without reimbursement. 

Since the 1954 disability provision was made ap- 
plicable to persons whose disabilities may have begun 
as far back as 1941, some doctors may be asked to com- 
plete medical reports for individuals whom they may 
not have seen for years. In such cases, the physician is 
not expected to describe the present condition of the 
patient, but his medical condition as of the time he 
made his last examination. Time will take care of 
much of this problem. All those with long-standing 
disabilities may have their applications made fully 


retroactive only if they apply before July 1, 1958. 


OASI Concept of Disability 


“Disability” is defined by the law as “inability to 
engage in any substantial gainful activity by reason 
of any medically determinable physical or mental 
impairment which can be expected to result in death 
or to be of long-continued and indefinite duration . . .”” 

There are four factors in the definition. First, the 
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impairment must be “medically determinable” (i.e., 
one that can be objectively determined by medical 
examination or tests). Second, the disability must 
be the primary cause of the individual’s inability 
tu work. The social security concept of “disability” 
does not include persons whose absence from the 
labor force is not clearly attributable to a severe 
physical or mental impairment. 

Third, the inability to work refers to any substantial 
work, not merely the kind of work the applicant 
last engaged in, or the kind for which he is most 
obviously suited. Thus, an individual who has been 
advised by his doctor to give up his particular kind 
of work in order to make his medical treatment more 
effective, or who finds he is no longer able to meet 
the physical or mental demands of his particular 
job, may not necessarily be disabled under the OASI 
definition. 

Fourth, the disability must result from a condition 
which, at the time of application, can be reasonably 
expected to continue for an indefinite time. In the 
words of the law, it must be of “long-continued and 
indefinite duration.” 


Evaluation Guides 


In order to facilitate the determination process, we 
have developed evaluation guides for the use of 
technical and professional personnel on our staff and 
in the cooperating state agencies. The guides are 
reflected in published regulations which appeared in 
the Journal of the American Medical Association, 
September 28, 1957. 

In developing the guides, we wanted to be sure that 
the policies and procedures adopted were sound from 
a social, administrative and technical point of view, 
and thoroughly valid from a medical standpoint. 

To insure this goal, the Commissioner of Social 
Security, in February, 1955, appointed a national 
medical advisory committee. This committee, com- 
posed of recognized specialists associated with medical 
and allied professions in various fields outside govern- 
ment, such as general practice, research, medical 
education, industry and labor, has served not only as a 
sounding-board; its professional guidance and esti- 
mates of medical problems are of continuing help in 
the development of policies and procedures. 

The guides contain clinical descriptions of disabling 
conditions that are severe from the point of view of 
anatomic damage, functional loss or residuals. In 
the absence of actual work, or other evidence es- 
tablishing an ability to work, the levels of severity that 
the guides describe for various conditions can be 
considered to constitute “disability” within the mean- 
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ing of the social security law. (The Medical Advisory 
Committee recommended that the medical criteria be 


classified as confidential and restricted since the. 


criteria, standing alone, are inadequate to communicate 
fully the bases for decisions. Accordingly, they are 
not available to medical sources of clinical evidence or 
to the general public.) 

The guides are not, however, rigidly or mechanically 
applied. The decision whether the individual’s condi- 
tion comes close to this prescribed level of severity 
is, in all instances, one that requires professional 
judgment. The impact of the impairment on the ability 
of the particular individual to perform any substantial 
work is the essential consideration. This emphasis on 
the individual’s remaining capacity to perform sub- 
stantial gainful activity precludes our setting up evalua- 
tion criteria as definite and categoric as_ those 
customarily incorporated in “rating schedules.” The 
claimant must be appraised as an individual, not as an 
entity in a listing of impairments. Therefore, his 
employment history, education and native capacity 
must be taken into account. 


Evaluation of Disability 


The central purpose of disability evaluation is to 
determine remaining mental and physical capacities. 
Such a determination involves two major considera- 
tions: (1) evaluation of what the claimant has left 
and (2) what he can do with what he has left. 

A realistic evaluation of disability must be based 
on objective clinical and laboratory tests of the in- 
dividual’s ability to meet the metabolic demands of 
activity, to cerebrate, to perceive and to perform 
certain basic activities such as sitting, standing, bend- 
ing and walking. When incapacity results from a 
substantial impairment of one or more such functions, 
it is essential to establish not only the fact that func- 
tional impairment exists, but also its extent. 

The first step in the evaluation process is to ¢s- 
tablish the existence of a medical impairment. This 
can usually be determined from the physician’s diag- 
nosis and description of the impairment in terms of 
anatomic, physiologic and biochemical pathology. (A 
prediction as to the impairment’s “permanence” may 
also be made on the basis of these medical facts) 
The next step is to determine the severity of the 
condition. In disability programs, this is determined 
by the extent of loss of mental and physical functions 
or the amount of remaining functional capacity. The 
functions most pertinent to the determination ar 
those that are basically essential for the performance 
of substantial work. 

The degree of impairment can be determined by 
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testing the patient’s ability to perform a given amount 
of work. Since on-the-job testing is ordinarily im- 
practical, remaining functional capacity is evaluated 
on the basis of clinical and laboratory findings and 
special medical techniques for testing the status of 
anatomic, physiologic or biochemical processes. Ex- 
amples follow. 


1. CEREBRATION 


Various psychometric tests are useful for determina- 
tion of degree of mental deficiency (Terman-Binet). 
The degree of mental defect can be estimated not 
only from psychologic test scores, but also from 
cultural, physical and emotional determinants, and 
school, vocational and social effectiveness. In other 
words, mental competence and power can often be 
deduced from the social, educational and vocational 
abilities of the patient. For example, if the patient is 
currently engaging in activities that parallel in com- 
plexity requirements for productive work, it can be 
assumed that mental capacities are sufficient, no facts 
to the contrary. Such information is highly significant 
for the evaluation of severity of almost all psychiatric 
impairments. 


2. PERCEPTION 


The most important of these are sight and hearing. 
The efficiency of these functions can be tested by 
means of the Snellen test chart, visual field determina- 
tions and audiometer tests. With respect to sight, 
the central visual acuity in the better eye with best 
correction is most significant. 

Position sense can be tested by the Romberg pro- 
cedure. Extent of loss of sensation of touch, heat and 
pain can be determined by routine clinical methods. 
The extent and location of loss should be accurately 


described. 


3. PuLMoNARY FUNCTION 


The function of respiration is to supply oxygen to 
blood and eliminate carbon dioxide in amounts to 
meet the metabolic requirements of the body. In- 
creased requirements for oxygen imposed by physical! 
activity are satisfied by use of respiratory functional 
reserve capacity. Loss of this reserve constitutes an 
impairment which may reduce ability to engage in 
activity or seriously limit tolerance for prolonged effort. 
For example, an individual at rest may require only 
500 cc. of tidal volume—for walking, both tidal volume 
and respiratory rate are increased. Thus, any im- 
pairment producing a reduction of ability to ventilate 
also reduces capacity to engage in physical activity. 

There are a number of quantitative tests to deter- 
mine status of pulmonary ventilation. Impairments in- 
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volving the respiratory apparatus reduce ventilatory 
capacity by producing: 

a. A loss or damage to pulmonary tissue. 

b. Diseases causing a reduction of mechanical ef- 
ficiency of pulmonary ventilation, i.e., obstruction of 
respiratory passages, and impairments of the thoracic 

cage or of muscles of respiration. 

c. Diseases causing interference with the passage of 
oxygen from the alveolus to the blood in the alveolar 
capillaries. 

Loss of lung tissue can often be demonstrated by 
clinical examination or x-ray films. The extent of the 
loss should be carefully described in terms of relative 
amount of lung tissue involved. Vital capacity measures 
the amount of lung volume. Maximum breathing 
capacity measures either patency of tracheobronchial 
tree, or efficiency of chest cage. 

Diseases interfering with passage of oxygen from 
the lung into the blood (diffusion impairment) can 
be measured quantitatively by means of oxygen con- 
sumption tests. Pulmonary diffusion impairments may 
be associated with pneumoconiosis, sarcoidosis, dis- 
seminated lupus erythematosus or beryllium poisoning. 

These diseases may produce serious loss of pulmonary 
efficiency without producing a substantial reduction 
of vital capacity or maximum breathing capacity. Such 
an impairment should be suspected when dyspnea 
on exertion is out of proportion to the clinical findings 
or ventilatory tests. Lung volumes or capacities should 
be reported in terms of cubic centimeters or liters 
of air per unit of time. 

Few general practitioners are equipped to run the 
more complicated pulmonary function tests. Static 
or timed vital capacities can, however, be performed 
with simple equipment. The physician can perform 
an exercise tolerance test and carefully record the 
pulse and respiratory rate before and after exercise. 
This information is so highly significant that all 
physicians should make these simple tests (no medical 
contraindication) and include the results in their 
medical reports. The degree of dyspnea described in 
terms of the number of steps the patient can mount 
or the distance he can walk in feet or blocks is a very 
valuable quantitative clinical observation. 


4. CiRCULATORY FUNCTION 


Most frequently, impairments of the circulatory 
system produce loss of bodily function by reduction of 
cardiac reserve, or interference with peripheral vascular 
circulation. As a result the circulatory apparatus can- 
not meet effectively the metabolic demands placed 
upon it. The diagnosis of the condition usually re- 
flects whether the impairment is caused by valvular 
disease, myocardial damage or vascular disease. 
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Cardiac size by x-ray or physical examination, and 
ECG findings furnish objective proof of cardiac pa- 
thology. The amount of dyspnea or angina described 
in terms of the number of steps that can be mounted 
or distance in feet or blocks that the patient can walk 
is highly significant to evaluate the degree of loss 
of function. Presence or absence of cardiac edema and 
response to therapy are also indicative of severity 
of cardiovascular impairments. Status of the pulse in 
peripheral vessels may provide gross clinical evidence 
of impaired circulation of the extremities. 

Impairments of the cardiovascular system may mani- 
fest themselves with dramatic suddenness, e.g., myo- 
cardial infarction, obstruction of vessels in peripheral 
or central nervous system circulation, lungs and other 
visceral organs. Initial clinical manifestations are 
severe and the prognosis dubious. With survival from 
the acute stage and appropriate therapy, substantial 
improvement can be expected over a period of time. 
A realistic evaluation of remaining function should be 
made after the convalescent period. Clinical and labo- 
ratory findings after maximum improvement from 
treatment are particularly valuable in making a de- 
termination of remaining cardiac, brain or other 
function. A description of the acute attack helps con- 
firm the diagnosis and should be included in the report. 

Loss of function is evaluated on the basis of clinical 
and laboratory findings after maximum benefit from 
treatment. Clinical data concerning nature of and 
response to treatment furnish information on stability 
of functional capacity. For example, a history of 
periodic decompensated heart disease in spite of treat- 
ment would indicate a comparatively severe condition. 

More complicated tests of vascular function may be 
required in certain cases (e.g., arteriography). The 
reporting physician should not be concerned because 
he does not have equipment to perform these tests. 
A carefully performed exercise tolerance test (if not 
medically contraindicated) or other clinical descrip- 
tion of activity tolerance will almost always provide 
the clinical evidence needed to evaluate the degree 
of remaining function. 


5. LocoMoTion AND HANDIWORK 


Such impairments are most frequently caused by 
loss of or loss of use of some anatomic part, usually 
of the extremities or digits. Musculoskeletal and 
neurologic disease causing impairment of weight bear- 
ing, muscular coordination and strength may limit 
the patient’s ability to perform his usual work or 
any kind of work for which he is qualified by ex- 
perience or training. Techniques for quantitative 
determination of the degree of function loss have 
been developed. 
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In perhaps no other category of impairments is there 
so great a need for objective clinical findings re- 
ported quantitatively in terms of degree of motion 
about a joint or muscular strength and coordination. 
For purposes of disability evaluation, these findings 
should be carefully and quantitatively reported by the 
attending physician. The report should specify whether 
the limitation results from pain, weakness or anatomic 
change. A description of atrophy of musculature of the 
affected parts and neurologic findings should be 
covered. 

Other findings of great significance to evaluation of 
remaining function are: 

a. Weight Bearing in Standing or Sitting Posture. 
The ability to stand or sit and maintain this posture 
for specified periods with appropriate degree of ef- 
ficiency is highly significant. 

b. Handiwork. The ability to perform gross and fine 
movements of arms, hands and fingers and to sustain 
such activity for specified periods of time should be 
described in upper extremity cases. 

c. Underlying Systemic Disease. Certain progressive 
diseases may cause the physical loss or atrophy of 
limbs, such as diabetes, multiple sclerosis or Buerger’s 
disease. Hence, it is highly important to report such 
findings. 

d. Prosthesis. The ability to wear and use an artificial 
limb or the probability of satisfactory adaptation of 
the patient to a prosthesis should, when appropriate, 
be reported. The reason for inability to benefit from 
use of a prosthesis may be indicative of remaining 
ability to stand, get about or do gainful work. 


6. NUTRITION AND METABOLIC IMPAIRMENTS 


Under this category can be grouped impairments 
of mastication, digestion, assimilation and utilization 
of food and excretion of waste products of body 
metabolism. It includes diseases of the gastrointesti- 
nal tract and kidneys. 

With respect to these impairments, the effect is to 
reduce general health and bodily capacity to satisfy 
energy requirements for specific levels of activity on 
customary work schedule. Medical therapy for many 
of these impairments is effective. Permanent and total 
disability for substantial work does not commonly 
develop until the late stages of the disease process. 

For this group of diseases, disability evaluation is 
concerned with the reserve or remaining stamina of 
the patient in terms of physical vigor, endurance, 
nutrition and attitude concerning activity. Such ob- 
servations are routinely made by the attending physi- 
cian. These clinical findings should be carefully re 
ported when the impairment results in a loss of genet! 
health. The daily activity pattern may reveal the nature 
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and amount of capacity for activity and is often helpful 


therapy. Hence, response to treatment in terms of 
in evaluating severity of impairment. 


effect on the severity and frequency of attack is an 
important consideration in determining remaining 
functional ability of the patient to engage in substan- 
tial work. 


7. INTERMITTENT IMPAIRMENTS 


There are a number of impairments capable of 
producing temporary or intermittent loss of mental 
or physical ability to engage in regular work. For 
example, epilepsy, rheumatoid arthritis and bronchial 
asthma are characterized clinically by acute attacks 
of variable frequency, severity and duration. Very 
often such attacks can be controlled with proper 


The issue in such cases is to determine when 
frequency, severity and duration of attacks precludes 
ability to engage in work. The medical history of 
attacks, the clinical findings and the response to 
therapy in addition to other objective findings are es- 
sential for a proper determination in such cases. 


HERE’S A HELPFUL HINT... 


For Prevention of Home Accidents 


Ir Is ESTIMATED that there will be 28,000 deaths from home accidents in the United States 
this year. About 20 per cent will involve children under 5 years of age. This is three times ° 
as great a loss as that to be expected from communicable diseases. 

Five agents may be expected to account for one-third of these childhood poisonings. Ac- 
cordingly, special warnings should be issued to parents about (1) aspirin, (2) barbiturates, 
(3) bleaching agents (and other household materials), (4) oil of wintergreen and (5) objects 
painted with lead paint.—Lgon Smitn, M.D. 
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Studies on Cretinism 


The ancient problem of cretinism—early diag- 
nosis—is scientifically even more important in a 
small group of gottrous cretins. In these patients, 
there are extraordinary opportunities for basic 
studies of thyroid function. One of the most valu- 
able diagnostic aids is determination of bone age 
from an x-ray of the wrist. Treatment, to be 
optimal, may need to be carried to the point of 
producing hyperthyroidism, after which the dose 
of thyroid can be cut back slightly. 


DANIEL D. FEDERMAN, M.D. 


National Institute of Arthritis and Metabolic Diseases 
National Institutes of Health 
Bethesda, Maryland 


IN RECENT years a group of cretins different from the 
ordinary has been studied. These patients have the 
common feature of goiters, and demonstrate the un- 
usual feature of defective synthesis of thyroid hormone. 
The general feature underlying these patients is that at 
some phase of the production of thyroid hormone, the 
mechanism responsible for a certain reaction appears 
to be absent. This is usually thought to be the result of 
a specific enzyme deficiency. In the absence of the 
normal amount of thyroxine, the main thyroid hor- 
mone, the pituitary becomes overactive, excess thy- 
rotrophic hormone is secreted, and the thyroid en- 
larges and produces a goiter. 

Defects have been demonstrated at several steps. 
We have seen one patient who, we felt, had a definite 
goiter, but had no uptake of radioiodine. If this can 
be confirmed by biopsy, she would probably be the only 
known case of a nonmalignant completely functionless 
goiter. 

One family has been described and we have seen one 
patient here with a second defect. When radioactive 
iodine was given either orally or intravenously, there 
were significant amounts of radioactivity over the 


thyroid. Upon the administration of thiocyanate or 
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iodide, however, this radioactivity in the thyroid gland 


is discharged or washed out. This will not occur when 
the iodine has been organified, which is the normal 
sequence and thus demonstrates that the deficiency is 
in the mechanism responsible for organification. 

One family of two patients has been found in which 
the defects came in the next steps as shown by analysis 
of thyroid gland removed at surgery. It could be 
demonstrated that there were high values for iodo- 
tyrosines but very little thyroxine produced by the 
gland or circulated in the blood. 

Finally, some patients have been found with iodo- 
tyrosines in the blood and urine. These patients repre- 
sent a defect in the deiodination process. The iodine 
normally removed from the tyrosines and recirculated 
remains on the tyrosine and is excreted in the urine. 
These patients are essentially iodine deficient, have 
goiters, and although this has not been tried, could 
presumably be treated by giving excess iodine. The 
specific importance of this group is that their protein- 
bound iodine, which we usually take as an excellent 
index of thyroid function, is normal or high and not 
low, as is the usual finding, of course, in cretins. 


Diagnosis of Goitrous Cretinism 


Although these goitrous cretins, so-called, represent 
a specific group physiologically, clinically they are ap- 
parently the same as other cretins except for the 
presence of the goiter. It is important to find the goiter 
when the patients are first seen, because after treat- 
ment with thyroid, as the pituitary overactivity is 
eliminated, ‘the goiter will usually disappear. Thus 
there is only one chance to make this diagnosis and 
find the specific defect. 

In other respects the patients are not different from 
the ordinary cretins. They are usually normal at birth. 
The parental history and the family history are usually 
unremarkable. Within the first few months of life, the 
time when the diagnosis must be made in order to as- 
sure optimal therapy, the classic features are bluish 
mottling of the skin; failure to eat well and to gain in 
weight; lower activity than normal for the age—es- 
pecially when compared with older siblings by the 
parents. Constipation, which is almost an invariable 
finding, combined with inactivity, leads to abnormal 
distention and often to umbilical herniation. Among 
the patients we have seen in the first few months of life, 
these signs have been almost invariable. Where diag- 
nosis has been missed the children will later show re- 
tarded motor and mental development. They will sit, 
walk, and talk later, compared to their age group, and 
usually are severely retarded mentally. They may ap- 
parently undergo normal, although usually delayed, 
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menarche. They can become pregnant and undergo 
normal pregnancies, although the well baby yield is 
considerably smaller. 

The éests of thyroid function which are useful in 
children are a little different from those useful in 
adults. The basal metabolism is of no value if cretins 
are to be found within the first few months of life. 
The cholesterol level which is reportedly elevated in 
cretins is actually higher than normal in only about a 
third of untreated cretin patients. Cretins who have 
been treated with thyroid or thyroxine and then have 
had the drug withheld show a higher percentage of 
hypercholesterolemia. 

Alkaline phosphatase is an enzyme found in blood 
which for these purposes correlates very well with 
active growth, and is almost invariably low in the un- 
treated cretin. It presents a more sensitive index of be- 
ginning response to treatment than any other chemical 
test. 

The radioactive iodine uptake by the thyroid gland 
is extremely valuable. Radioiodine given orally is not 
practical with infants, because they often fail to take 
the whole dose, and because of the inaccuracy of 
counting. Small doses of 0.5 cc. or even less can be 
given either subcutaneously or intravenously, and 
there is very rapid uptake by the thyroid in normal 
patients. In the cretin patients without thyroids there 
will be no radioactive uptake by the gland. For athy- 
teotic cretins this is probably the simplest, least ex- 
pensive, fastest and most reliable test. 

When cretinism is suspected and the radioactive 
iodine uptake is either high or normal, one should be 
alerted to re-examine for the presence of a goiter. The 
cretins who have normal or high radioiodine uptakes 
should all have goiters, although some of these will not 
be palpable. A few patients have been seen who had 
very small amounts of thyroid tissue, usually in the 
back of the tongue, some of which may be seen or felt 
with a gloved finger. But in general, one should find 
a goiter when the iodine uptake is normal or high. 
These patients will then usually fall into the group 
demonstrating specific abnormalities. 

Just as a side issue, there have been a few patients 
who were apparently normal at birth and showed no 
defective thyroid function until they were 3, 4 or 5 
years old. In these patients, too, there is sometimes 
a specific metabolic defect. These patients may develop 
a goiter, although they have not had one before, and 
a radioiodine uptake will be shown to be normal or 

Determination of the protein-bound iodine is ex- 
tremely useful, although it is still a little expensive, and 
itis hard to obtain in some areas. The athyreotic cretin 
will always have a low protein-bound iodine. The goi- 
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trous cretins may have a low, normal, or slightly high 
protein-bound iodine, but when the hormone is ana- 
lyzed, it can be shown that the PBI is not active hor- 
mone. Although they have a high PBI, this is inactive, 
and they are therefore cretins. 

Finally, and very valuable, is the x-ray. Cretin pa- 
tients and children with hypothroidism invariably show 
retardation of the bone age or maturation. In recent 
years, the bone maturation, as reflected in the bones 
of the wrist, has been very precisely standardized, and 
there are now graphs available that detail the normal 


maturation of the bones of the wrist. The only film 


that is needed to make this diagnosis is a single view 
of the left wrist and hand. The amount of radiation de- 
livered is minimal, and it is very safe for both initial 
diagnosis and following of the patients. 


Treatment 


The treatment of cretinism is still not completely 
agreed upon. In general, many people now believe 
that the maximum tolerated dose of thyroid or a sub- 
stitute is the optimum maintenance dose. There is 
obviously no way to achieve the maximum tolerated 
dose without achieving slightly hyperthyroid infants 
and children for a short time, the duration depending 
on the preparation that is used. 

In starting patients on treatment, the clinical condi- 
tion of the patient is the best guide. Myxedematous or 
severely cretinous patients are very sensitive to small 
doses of thyroid. Should the heart be enlarged or 
there be other evidence of circulatory embarrassment, 
a very tiny dose, 10 milligrams or 15 milligrams of 
desiccated thyroid, or perhaps 25 micrograms of 
thyroxine should be used. The dose may then be in- 
creased gradually until the patient appears hyper- 
thyroid. The most sensitive signs in children are prob- 
ably irritability and insomnia. Although these are 
nonspecific signs, if the reduction in thyroid will elim- 
inate them, one may take that as a guide, and give a 
dose slightly under that which produced toxicity. 

The evaluation of adequacy of treatment is obviously 
the hardest part of the problem. Cretins represent a 
life-long responsibility for medical treatment, since 
there are never any instances of resumption of thyroid 
function by these patients. Adequate mental develop- 
ment is what we strive for. ‘1his is much harder to 
obtain than normal growth in height and weight. As 
minimal signs, one should be able to return these in- 
fants to a normal growth curve in height and weight 
for their age. 

The chemistries, if there were hypercholesterolemia 
or low alkaline phosphatase, also should revert toward 
the normal range. 
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As optimum signs there are several things to look 
for. One is the maturation of the bones. It has been 
shown in the last few years that it takes a smaller dose 
of thyroid to make the patient appear normal than is 
required to bring the bone growth and development to 
the normal range. This single film of the left wrist, with 
very slight radiation exposure to the patient, is probably 
the most sensitive and simplest quantitative way to 
evaluate the adequacy of treatment. 

Since there is evidence that excessive thyroid can 


_abnormally accelerate bone growth, follow-up films 


are indicated to provide a check to overdosage, too. 

In patients being treated with either thyroid or 
thyroxine, the hormonal iodine level, the protein- 
bound iodine in the patient’s blood, can be used. This 
has been kept in the high range in patients reported 
by Pickering, usually 8 to 12 micrograms per 100 ml. 
These would be considered thyrotoxic levels for 
adults, but for children of this age, especially when it 
measures exogenous hormone, taken by pill rather 
than produced in the gland, these are the levels for 
which one should aim, and where one will see the most 
rapid return toward normal growth. 

Three preparations are available. Desiccated thyroid 
is the classical preparation. It varies a little from com- 
pany to company, but the less expensive USP thyroid 
is perhaps still the best. It is the most closely stand- 
ardized, the most reproducible from lot to lot, and to 
the patient represents the least expense. It is impos- 
sible to give an optimum dose for each age of the pa- 
tient, because the dose varies so much with individual 
patients. Somewhere between 1 and 1% grains of thy- 
roid for infants under a year seems to be adequate. 
Between 1 and 3 years, one is usually obliged to in- 
crease the dose to 2 to 2% grains a day, and over 3 
years, patients often need 244, 3% and sometimes 4 
grains a day. In general, one is guided by the ap- 
pearance of toxicity, dropping back a little from that 
range. 

Thyroxine, which is a purified hormone from the 
thyroid, and is the main constituent of desiccated thy- 
roid, is also available. It is a little more expensive. As 
far as we can tell, it has no significant qualitative su- 
periority to thyroid except that the effect begins a little 
sooner. When discontinued, it wears off somewhat 
faster so that if you encounter toxicity, it is a little 
more manipulable. There is also an advantage if you 


are going to follow the protein-bound iodine level. It is 
completely constant from lot to lot, and the chances of 
maintaining the same PBI with thyroxine are better. 

The dosage for infants under a year is one tablet or 
100 micrograms a day. For those 1 to 3 years old, some- 
where between 14% and 1% tablets, and for children 
over 3 years, anywhere up to 3 and sometimes 4 tablets 
is optimum. 

Triodothyronine is another active constituent nor- 
mally produced by the thyroid. It is not used very 
much in the treatment of cretins although it has been 
used in adult myxedema. This drug differs in that it 
has three iodine atoms instead of four. The significant 
clinical difference is that it acts much faster. Changes 
in basal metabolism can be demonstrated within eight 
to ten hours after administration. The maximum effect 
of a single dose is usually reached in two days. There- 
fore, it is safer if you encounter toxicity since it can 
be discontinued, and the maximum effect will be gone 
by the next day. The dosage is a little smaller. As far 
as we know, there is no significant qualitative differ- 
ence from the other preparations. It is faster in onset, 
faster in decay. Microgram for microgram it is slightly 
more potent. It offers no specific advantage, and may 
be somewhat disadvantageous in that it produces a 
little more cardiac stimulation within the first few 
days in both cretins and older myxedema patients. 


Conclusion 


Cretinism, therefore, presents two challenges to the 
medical profession. The first and ancient problem is to 
obtain the earliest possible diagnosis and render op- 
timal therapy so that individuals of normal mentality 
may develop. In large measure the frequent occurrence 
of mental deficiency in cretinism may be a result of 
too little therapy too late. The second challenge which 
has just been appreciated in the last few years is rep- 
resented by those rare goitrous cretins with metabolic 
blocks. Careful study of these individuals has already 
illuminated some areas of thyroid biochemistry and 
may be expected to provide further knowledge of how 
the thyroid hormone is synthesized and secreted and 
thyroidal activity regulated. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 
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Amin the bewildering variety of new diseases and new 
agents of disease that have appeared in the last 15 
years, histoplasmosis stands as one of the older diseases 
that has been revitalized. This disease requires the 
attention of the physician for its practical implications 
in his everyday practice. Strangely enough this dis- 
ease is caused, not by a tiny virus, but by a relatively 
large fungus, Histoplasma capsulatum. 

This reawakening of interest in the fungi is more 


were the first etiologic agents of disease to be dis- 
covered. As early as 1839, Schoenlein demonstrated 
that a fungus was the cause of favus. It is surprising, 
therefore, that it was not until 1937 that the fungus 
diseases again began to assume some importance in 
human medicine. Indeed it was not until 1945 that 
the concept of histoplasmosis changed from a rare and 
fatal disease to a widespread and mild one. Ten years 
later it was estimated that 30 million people were 
infected in the United States alone. 

It is thus clear that the time has come for the 
general practitioner to reorient himself on this disease 
and familiarize himself with the diagnostic tools that 
are available to him. This reorientation is especially 
important because, for the first time, promising thera- 
peutic agents are becoming available against the 
mycoses. 


The Histoplasmosis Problem 


The frequency of Histoplasma infection throughout 
the United States differs markedly in different areas. 
As can be seen in Figure 1, the highest prevalence of 
sensitivity is in the central valleys of the United States. 
Indeed a review of ihis map indicates that areas where 
one-third or more of the young adult population are 
infected occur in all or parts of 22 states centering in 
the Missouri, Mississippi and the Ohio river valleys. 
However, it should be pointed out that sporadic cases 
have been demonstrated in most of the other states 
in the United States, in Canada and in many foreign 
countries. While infection, obviously, is most preva- 
lent in the endemic areas, the frequency of travel and 
population migration nowadays, makes histoplasmosis 
a problem of concern to physicians everywhere in the 
United States and indeed in most of the world. 

The belated recognition of histoplasmosis as a prob- 
lem of importance to the medical profession may be 
ascribed to two causes: (1) the clinical disease mimics 
other diseases, and (2) the prevalence of tuberculous 
infection led to the erroneous conclusion that almost 
all chronic chest lesions were tuberculous. 

Since histoplasmosis mimics other diseases even in 
its milder forms, it is obvious that until diagnostic 
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remarkable since the fungi, because of their large size, 


Histoplasmosis 


MICHAEL L. FURCOLOW, M.D. 


From the Kansas City Field Station, Communicable Disease Center 


Bureau of State Services, Public Health Service 

U. S. Department of Health, Education and Welfare 
University of Kansas School of Medicine 

Kansas City, Kansas 


Once thought to be a rare, uniformly fatal disease 
histoplasmosis is now known to be frequent 

and widespread—to have a spectrum that ranges 
from asymptomatic infection to fulminant disease. 


Recognition of the many types is attributable to three factors: 


use of skin tests, serologic testing and special stains 


for identification of the organism. Awareness of the disease 
is opportune because effective treatment now is available. 


PERCENTAGE OF POSITIVE REACTORS 


COMPOSITE OF AVAILABLE DATA 


TO HISTOPLASMIN IN VARIOUS AREAS OF THE U. 


(Manos, et. al., Dis. of the Chest } 


rerr 


Figure 1. 


tools were reliable and readily accessible, differentia- 
tion from stich common maladies as typhoid fever, 
influenza and even cavitary tuberculosis was not 
possible. 

Second, the assumption by both clinicians and x-ray 
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men that all chronic chest lesions were due to tubercu- 
losis was fostered by the high prevalence of positive 
tuberculin skin tests. However, with the fall in the 
rate of tuberculin positives among the general popu- 
lation, more persons were found who had active or 
healed lesions in their chest x-rays and negative tuber- 
culin skin tests. The time was thus ripe for the demon- 
stration by workers at Vanderbilt University and the 
U. S. Public Health Service in 1945 that there was a 
relationship between nontuberculous pulmonary cal- 
cification and sensitivity to histoplasmin. Histoplas- 
min is an extract of the fungus Histoplasma capsula- 
tum. Subsequent studies have confirmed this original 
concept and indicate that histoplasmosis is the most 
common cause of pulmonary calcification, indeed, 
even more common than tuberculosis itself. 
Histoplasmosis has been frequently found to be the 
cause of many milder infections including those of an 
influenza-like nature. It appears that most primary 
infections are very mild. At the other end of the spec- 
trum is chronic cavitary disease of the lungs. The 
frequency of histoplasmosis as a cause of cavitation in 
the lung is still being investigated, but it has been 
estimated that more than a thousand cases of such 
disease may exist in tuberculosis sanatoria in the 
United States. Cases of this type have been demon- 
strated in sanatoria from Maryland to California. In 
fact, cases are found in almost every state where care- 
ful investigations have been conducted. 


Historic Points 


Dr. Samuel T. Darling opened the story of histo- 
plasmosis in 1906 when he reported on three autopsies 
of what he thought was a new fatal protozoan disease 
resembling Kala-azar and characterized by wide- 
spread dissemination of the organisms throughout the 
body tissues. The organisms which he saw were intra- 
cellular and resembled the Leishman-Donovan bodies 
of Kala-azar. Darling therefore presumed that he was 
dealing with a new protozoan parasite which he named 
Histoplasma capsulatum. Six years later, da Rocha- 
Lima first recognized the probable fungus etiology 
from studies of Darling’s slides. The first case was re- 
ported in the United States in 1926 by Riley and Wat- 
son. The first visualization of the fungus in a blood 
smear of a living patient was by Dr. Edna H. Thomp- 
kins. Its actual isolation was performed on the same 
patient by Dr. W. A. DeMonbreun at Vanderbilt 
University in 1932. 

The disease, however, remained rare and fatal, and 
in a review in 1945, only 71 cases could be found in 
the literature. The estimate of 30 million infected in 
1955, therefore, served as a shock to many physicians 
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Figure 2. Case 1. White male, age 8. X-ray (1/10/47) nodular 
lesion, left fourth interspace with enlarged node. Tuberculin nega- 
tive, histoplasmin positive. 


2-90-20 
Figure 3. Case 1. X-ray (4/29/49). Calcification in both lung and 
node is evident. 


throughout the United States. In fact, the disease has 
relatively low virulence and high infectivity. Subse- 
quent studies have indeed borne out the fact that the 
disease in its most common manifestation is mild al- 
though pathologic studies have indicated that in most 
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Figure 4. Casr 2. X-ray (10/4/45). Colored female, age 5 years. Figure 5. Case 2. X-ray (11/16/48). Note calcification of the nodu- 
Nodular lesion, right fifth interspace with enlarged lymph nodes. lar lesion right base and right hilar nodes.* 
Tuberculin negative, histoplasmin positive. * 

*(Reprinted courtesy Pustic Hearty Reports. Figures 41 and 43 Pustic HeattH Reports, November 4, 1949, 64.) 


Figure 6. Case 3. (10/22/45). White female, age 11. Nodular Figure 7. Case 3. (3/15/49). Shows calcification of both the lesion 
lesion in the right fifth interspace below hilar area with very large in the right fifth interspace and the hilar lymph node.* 
pad ~~ node. Tuberculin skin test negative, histoplasmin posi- 


*(Reprinted courtesy Pustic Heattu Reports. Figures 45 and 47 Pustic HeattH Reports, November 4, 1949, 64.) 


cases a pathologically identifiable focus is established. _ generalization that it must simulate other diseases in 
The fatal cases occur predominantly among-the very _ its milder forms and indeed, this has been shown to be 
young and very old. true. Even in the severe cavitary type, the patients are 
_ Prevalence of this disease in the Middle West, most commonly found in tuberculosis sanatoria. 

im an area well staffed by physicians, leads to the While the frequency of clinical symptoms among 
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Figure 8. Case 4. X-ray (6/17/46). White male, age 13. Infiltra- 
tion, left first and second interspace and perihilar bilaterally. Post- 
tive serology for histoplasmosis. Sarcoid-like picture. Tuberculin 
negative, histoplasmin positive. 


patients who are infected has not been conclusively 
studied, it is apparent that many patients have the 
infection without overt symptoms. However, it is be- 
coming increasingly apparent that many persons who 
are infected have clinical symptoms which may be 
divided into the following categories. 

1. Mild. The symptoms are chiefly. malaise and 
fever, sometimes with a slight cough or chest pain. 
The picture resembles influenza and lasts from one 
to three days. Physical examination of the patient is 
characteristically negative. Not infrequently, however, 
x-ray studies of the patients reveal lesions in the lungs 
and, as mentioned above, lesions can be almost in- 
variably found at autopsy on such patients. Pulmonary 
calcification is found by x-ray in about one-third of the 
persons with a positive histoplasmin skin test. Char- 
acteristics of the mild cases are shown in Figures 2 to 5 
(Cases 1, 2). 

2. Moderately Severe Disease. Malaise and fever are 
the predominant symptoms of this type. Cough and 
chest pain are unusual but do occur. The illness as a 
whole is indistinguishable from a severe influenza 
lasting from five to 15 days. The physical and labora- 
tory examinations are essentially negative with the 
exception of an elevated sedimentation rate. As in 
atypical pneumonia, the chest x-ray findings are more 
pronounced than one would expect from the clinical 
symptoms. Chest x-ray lesions are common and usu- 
ally consist of scattered pneumonic areas usually 
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Figure 9. Case 4. X-ray (3/15/51). Note calcification scattered 
throughout both lung fields and in hilar areas. Also note infiltra- 
tion right base medially, indicating collapsed right middle lobe for 
which surgery was subsequently performed, with recovery. Histo- 
plasma capsulatum not recovered from surgical specimens. 


Figure 10. Case 5. X-ray (9/31/55). Thirteen-month old white 
male. Infiltration in much of the right lower lung field with en- 
largement of the hilar and mediastinal nodes. 


throughout both lung fields (Figures 6, 7, Case 3) ot 
perihilar infiltration characteristic of atypical pneu- 
monia (Figures 8, 9, Case 4). Malaise tends to persist 
for some time after recovery. 

Epidemiologic study of this type of moderately 
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Figure 11. Case 6. X-ray (9/25/55). Three-year-old white male. Figure 12. Case 7. X-ray (9/30/55). Eight-year-old white male. 
Infiltration in both lung fields, confluent in right lower. Marked _—_ Extensive bilateral miliary infiltration throughout both lung fields 
perihilar infiltration. with bilateral perihilar infiltration. 


™ 


Figure 13. Cask 7. X-ray (10/20/55). Lesions still present but Figure 14. Case 8. X-ray (10/20/55). An 11-year-old white female. 
more clearly visualized, due to hardening of the infiltration. Scattered diffuse infiltration throughout both lung fields with 


perihilar infiltration. Tendency to confluent infiltration in the right 
lower lobe. 


severe disease with x-ray findings indicates that it is accumulating that much of the summer pneumonitis 
more prevalent in the summer and that it is usually _ in the Midwest is histoplasmosis. 

associated with visits to a rural area and particularly 3. Epidemic Pneumonitis. A more severe type of ill- 
with inhalation of dust from chicken coops or from __ ness that may be found at any time of the year occurs 
other point sources of infection. Indeed, evidence is _in epidemic form and is associated with both striking 
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Figure 15. Case 9. X-ray (1/41/54). Sixty-nine-year-old white 
male from a Kansas hospital. Tuberculin negative, histoplasmin 
positive. Four negative sputums, three negative gastrics for tubercle 
bacilli. X-ray shows infiltration and cavitation right upper lung, 
scarring and calcification left base. Histoplasma capsulatum re- 
peatedly isolated from sputum. 


Figure 17. Case 10. X-ray (6/5/56). A 56-year-old Negro male 
from an Illinots hospital. Onset 15 months before with chest cold. 
Histoplasmin skin test negative. Complement fixation test for histo- 
plasmosis positive. Cultures positive for Histoplasma capsulatum. 
Bilateral pulmonary infiltration, and cavitation, involving the 
upper half of the right lung and medial half of left lung. 


and dramatic findings. Histoplasma capsulatum has 
now been demonstrated to be the etiologic agent of 
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Figure 16. Case 9. X-ray (6/23/55). Some clearing of the infiltra- 
tion in the right upper lung with extension into the left lung with 
cavitation. Serologic tests for histoplasmosis were negative. 


Figure 18. Case 11. X-ray (4/16/46). A 61-year-old white male 
admitted to an Iowa sanatorium April, 1946. Six months’ histor 
of pneumonia and increasing symptoms, night sweats, productive 
cough, pain in chest and weight loss. X-ray showing infiltration in 
right upper and left lower lung fields. 


many epidemics of pulmonary disease which appeared 
in the literature in the past under the terms of “cave 
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Figure 19. Case 11. X-ray (4/20/51). Extension of infiltration at 
left base. Clearing in right upper lobe. 


Figure 21. Case 11. X-ray (3/14/56). Extension of lesions in both 
right and left lungs with bilateral cavitation. Serologic tests for 
histoplasmosis positive; sputum positive for Histoplasma capsu- 
latum. Tuberculin tests negative, histoplasmin positive. 


sickness,” “atypical pneumonia,” “disseminated pul- 
monary disease” and other descriptive titles. More 


GP October 1958 


Figure 20. Case 11. X-ray (1/5/54). Extension of x-ray lesions at 
right apex with cavitation. 


than 41 epidemics have now been reported in the 
literature involving more than 400 persons. Most of 
these have been reported from the United States, but 
epidemics have occurred in South America and South 
Africa. 

This type is characterized by the coincident occur- 
rence of a number of cases of severe pneumonitis 
having a common association with a point source. The 
severity of the illness and the point source association, 
even though exposure commonly occurs from ten to 
14 days before onset of illness, usually indicate the 
epidemic nature of the illness. Studies of a number of 
epidemics have indicated that the severity of the dis- 
ease and the number of chest x-ray lesions are appar- 
ently closely correlated with the degree of exposure 
to the point source and hence the number of spores 
inhaled from this source. However, one of the char- 
acteristics of the epidemics has been the heavy 
exposure usually resulting in severe illness. 

The onset in this type of disease is usually acute 
and characterized by chills, high spiking fever, drench- 
ing sweats, cough and chest pain. Although mostly 
severe, there are occasional patients with only moder- 
ate illness and fever who apparently have had less 
exposure to the point source. 

Characteristic of most cases is the extreme degree 
of involvement of the lung as seen by x-ray. The x-ray 
picture in the epidemic type of disease is one of 
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marked scattered nodular infiltrations throughout 
both lung fields usually accompanied by enlargement 
of the hilar lymph nodes. Less severe cases may show 
only occasional scattered infiltration or enlargement 
of the perihilar lymph nodes. Illness is apt to be pro- 
longed, especially with a more severe pulmonary in- 
volvement, and in several of the army epidemics it 
lasted as long as six months. Characteristically the 
lesions appear worse by x-ray a week or so after onset, 
apparently due to hardening and better visualization 
of the lesions. In the section below, a typical epidemic 
is described and chest x-rays are seen in Figures 10 to 
14 (Cases 5 to 8). 

This epidemic occurred in rural Missouri among 
a family consisting of three adults and four children. 
They had moved from an urban area to the farm on 
August 22. Nine days later they purchased a number 
of hogs which they housed in an abandoned chicken- 
house to the accompaniment of much raising of dust. 
Two weeks after exposure, all but one member of the 
family became ill with a severe influenza-like illness 
requiring hospitalization in all but one adult. The 
onset in all was characteristically sudden, with fever 
and malaise. Studies revealed positive skin and sero- 
logic tests for histoplasmosis in all the patients. X-ray 
lesions were also evident in all. 

Interestingly enough, during the investigation of 
this epidemic, a physician whose skin test to histo- 
plasmin was negative, collected specimens from the 
hog pen from which Histoplasma capsulatum was 
isolated. Shortly afterward, he developed a severe 
influenza-like disease characterized by fever, chills and 
chest pain, requiring hospitalization. Subsequently, 
he developed femoral thrombophlebitis followed by 
pulmonary embolism, and pleural fluid developed 
from which Histoplasma capsulatum was cultured. He 
recovered in spite of the severity of his illness. His 
skin and serologic tests were positive during illness. 

4. Acute Disseminated Histoplasmosis. This type is 
characterized by blood-borne dissemination of the 
fungus with enlargement of the liver and spleen, high 
temperature and usually a fatal termination. It ap- 
pears most commonly in those with some immunologic 
defect, such as Hodgkins’ disease, or other disease 
such as cancer, or in young infants or in very old per- 
sons whose immunity appears to be deficient. 

_ While often fatal in a month to six weeks, the dis- 

ease, especially in older persons, may be chronic and 
last for months. However, the termination is usually 
fatal, even in such cases, often with adrenal involve- 
ment. In these chronic disseminated cases, the diag- 
nosis is often first established by biopsy of an ulcer 
of the larynx or pharynx or following the development 
of Addison’s disease. 
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On physical examination, the patients appear to be 
chronically ill and show enlargement of the liver and 
spleen, with a moderate degree of fever with occasional 
spikes. Occasionally gastrointestinal symptoms pre- 
dominate. It is important to note that x-ray lesions of 
the lung may be mild or absent and when present 
usually consist of fine granular infiltration which re- 
sembles miliary tuberculosis. 

5. Chronic Progressive or Cavitary Histoplasmosis. 
Although only recently recognized, the progressive or 
cavitary type of histoplasmosis is being diagnosed 
more frequently. It is interesting to note that only 
11 cases could be collected from the literature in 
1953. More than 40 cases have now been observed in 
one sanatorium. 

The disease is similar in every way to chronic 
cavitary tuberculosis. The symptoms are low-grade 
fever, weight loss, profuse sputum, and a tendency to 
remissions and relapses. The x-rays of the chest reveal 
infiltration and usually cavitation, often bilateral and 
usually apical. The disease tends to be progressive, 
spreading from one lung to the other. It is character- 
ized by exacerbations, the patient often being rela- 
tively asymptomatic in the interim. The onset of an 
exacerbation is marked by an influenza-like illness 
accompanied by an increase in sputum and new areas 
of infiltration in the lungs. These areas sometimes 
clear, although usually they progress to cavitation. 
The disease is usually fatal, often years after the first 
cavity is discovered. Extensive fibrosis and cavitation 
of the lung may result in death from cardiac failure 
rather than from histoplasmosis directly. Where the 
disease itself eventually kills a patient, it is not un- 
usual for dissemination to take place to other organs 
of the body at the time of the fatal termination. Three 
cases of typical cavitary histoplasmosis are shown in 
Figures 15 to 21 (Cases 9 to 11). 


Diagnosis 


The skin and serologic tests and awareness by the 
physician of the possibility of histoplasmosis probably 
are the most important aids in diagnosis. The skin 
test is most valuable in areas where the natural preva- 
lence of the disease is low, being less where the dis- 
ease is extremely prevalent. However, it should be 
borne in mind that a positive histoplasmin skin test 
does not establish the diagnosis, any more than a posi- 
tive tuberculin test establishes tuberculosis. 

The serologic tests are extremely useful since they 
are positive only during the acute phase of the disease. 
However, four to six weeks must elapse after infection 
before the serologic titer begins to rise or the skin test 
becomes positive. 
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Accordingly, in acute cases it is desirable to secure 
both an acute and a convalescent serum in the same 
manner as is done for virus diseases. Serologic tests 
also appear useful in prognosis inasmuch as a continu- 
ing high titer or rising titer later in the disease in- 
dicates dissemination, and therefore a poor prognosis. 
For these serologic tests, 10 cc. of plain unoxalated 
blood serum should:be sent to the state public health 
laboratory for analysis. 

Histoplasmosis should be suspected in any patient 
suffering from a severe influenza-like disease or pneu- 
monitis, especially if it occurs in the summer or if it 
occurs in several persons simultaneously exposed at 
a single point source. 

It is becoming increasingly apparent that much of 
the summer pneumonitis of the Middle West is histo- 
plasmosis. The degree to which the infection may be 
implicated in the milder influenza-like diseases is 
difficult to estimate at this time, but it should be kept 
in mind in any severe influenza-like disease, especially 
where the patient is rather slow to improve, or if the 
disease recurs after ambulation. Pronounced prostra- 
tion after recovery should also suggest histoplasmosis 
to the physician. 

The finding of a positive skin test, especially in the 
areas where the prevalence of the test is ordinarily 
low, should also increase the index of suspicion. The 
occurrence of a positive histoplasmin skin test in the 
very young should also be regarded with the utmost 
suspicion. 

With the severe type, the disease should be sus- 
pected in all patients with large liver and spleen, 
elevated temperature, fast sedimentation rate and 
failure to respond to ordinary antibiotics. The dis- 
seminated type of disease in the young is often con- 
fused with leukemia or typhoid, and in older persons 
with chronic or acute septicemia. Any evidences of 
septicemia in the very young or very old or those with 
other concomitant diseases should be regarded as 
possible histoplasmosis. It should be remembered that 
the onset, particularly in older persons, may be sig- 
naled by the discovery of a mucosal ulcer in which the 
organism can be visualized or from which it can be 
cultured. 

Any patients with cavitary disease of the lungs in 
which tubercle bacilli cannot be demonstrated should 
be especially suspected. Positive serologic tests for 
histoplasmosis in patients with cavitary tuberculosis 
should lead to the suspicion of a double infection. 
Serologic tests appear especially valuable in cavitary 
disease. A negative tuberculin test in patients sus- 
pected of tuberculosis should suggest the probability 


that the infection is not actually due to the tubercle 
bacillus. 
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Figure 22. Enlargement of mycelial phase culture of Histoplasma 
capsulatum showing characteristic tuberculated chlamydospores. 


Mycology and Pathology 


The fungus causing histoplasmosis is a diphasic 
organism existing as a small round yeast at body tem- 
perature and in the mycelial or mold form at room 
temperature or when it occurs in nature. It is only in 
the mycelial form that the typical round chlamydo- 
spores characteristic of the organism are found (Figure 
22). The organism grows rather slowly on most 
ordirary laboratory media and is readily masked by 
contaminants. 

In the tissue phase or the yeast phase as it occurs 
in the host, the organism is seen as a small round 
yeast (Figure 23) and is a parasite of the reticulo- 
endothelial system. While this organism can be demon- 
strated, particularly when very prevalent, with or- 
dinary stains, it has recently been demonstrated that 
special stains are especially important in the accurate 
visualization of the organism. 

The first special stain to be employed was the Peri- 
odic Acid Schiff (PAS) (Figure 24). Later this was 
supplemented by the Gridley stain (Figure 25). At 
present the methenamine silver stain is regarded as 
the best single stain for the visualization of fungi, 
particularly Histoplasma in the tissues. All of these 
stains selectively stain the fungus organisms thus 
making them more easily visualized. Methenamine 
silver is particularly valuable in this regard (Figures 
26, 27). The pathologic response visualized is that of 
a granuloma with giant cell formation and typical 
tubercles similar to those seen in tuberculosis. Indeed, 
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Figure 23. Histoplasma capsulatum in liver. H & E stain x 250. 


Figure 27. Histoplasma capsulatum in lungs. Methenamine silver 
stain x 700.* 


the whole general pathologic response is similar to 
that seen in tuberculosis. 

The gross pathologic lesions found at autopsy may 
vary from a small calcified lesion to a somewhat larger 
coin lesion resembling those seen in early carcinoma 
of the lung. Cavities may be small, or the typical bi- 
lateral apical cavitation of the chronic cavitary type 
may occur. Lesions of the lymph nodes are common, 
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Figure 24. Histoplasma capsulatum in base of intestinal ulcer. 
PAS stain x 125. 


Figure 26. Histoplasma capsulatum in lungs. Methenamine silver 
stain x 700.* 


* Courtesy of Dr. Henry Sweany, Missouri State Sanatorium, Mount 
Vernon, Mo. 


and healed nodal calcification is often found in the 
cavitary type. In the disseminated type, small miliary 
nodules are scattered throughout all the tissues of the 
body. The primary lesions in the lung may progress 
locally, resulting in extending pneumonic lesions, or 
may disseminate into lesions in other parts of the body. 
The organisms in disseminated lesions are extremely 
easy to demonstrate. However, in the old chronic, 
fibrotic or calcified lesions, they may be extremely 
difficult and may require the use of special stains as 
mentioned above. 


Epidemiology 


Histoplasmosis is not a contagious disease as the 
term is ordinarily defined, since it is not commu- 
nicable from man to man or from animals to man. 
The organism grows in the soil and is transmitted to 
man without intermediate hosts. Infection appears to 


be acquired by inhalation of spores either blown about 


GP Volume XVIII, Number 4 


{ 
I 
t 


ount 


the 
lary 
‘the 
Tess 
OF 
ody. 
nely 
mely 
1S as 


s the 
nmu- 
man. 
ed to 
irs to 


about 


ymber 4 


by the wind or stirred up by some activity such as 
shoveling at a point source where the organisms have 
been growing. 

The evidence is accumulating that Histoplasma in- 
fection in most cases is not acquired by dissemination 
of the organisms by the wind as has been postulated 
for coccidioidomycosis, but rather by visits to point 
sources where the organism is growing. The organism 
appears to grow in localized spots where the condi- 
tions of temperature and humidity are favorable for its 
growth. Such favorable places are shady areas, particu- 
larly if covered, and those which have a high organic 
content of the soil, sach as chicken coops, pigeon 
roosts, caves, storm cellars and silos. Birds do not 
appear to have any direct connection with the infec- 
tion beyond furnishing the environment in which the 
organism grows. 

Visits to rural environment appear to be the most 
important single source of infection, even among city 
children. It therefore appears that the most practical 
method of prevention of the disease would consist in 
the avoidance, particularly by young children and city 
children, of areas favorable for the growth of the fun- 
gus, such as chicken coops. Also in rural areas or in 
areas where the infection is suspected in chicken 
coops, it would be well to dampen down the debris in 
the coop before cleaning, to avoid the airborne dis- 
semination of the organisms. This could be done 
either with a disinfectant or with water. There is con- 
siderable epidemiologic evidence to suggest that the 
degree of illness and number of chest lesions are 
directly correlated with the number of spores inhaled. 


Treatment 


As stated previously, the matter of treatment is 
extremely pertinent now, inasmuch as it appears that 
promising results have been obtained using a new 
antibiotic. This antibiotic, Amphotericin B (Squibb), 
derived from a species of Streptomyces, has been 
shown to be an extremely good fungicidal agent, and 
good results have been obtained in a number of fun- 
gous infections including histoplasmosis and crypto- 
coccosis. Employment of this antibiotic is not simple 
inasmuch as it must be given intravenously over a long 
period of time, and pyretic responses often occur dur- 
ing administration. However, it does appear to be the 
first antifungal agent with definite promise. It is in- 
teresting that Amphotericin B is a derivative of a 
Streptomyces species of fungus and yet is active against 
fungi. Several others, however, are being developed 
and should be available within the near future. 

Results with this agent and other antifungal agents 
presently under development are so promising that 
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Figure 28. Case 12. A 58-year-old white female. Onset 1952. Loss 
of weight, productive cough. Sputum bloody and purulent. One 
month before admission increased symptoms with nausea and vomit- 
ing. Chest x-rays revealed cavitation and infiltration right upper 
lobe with calcification in hilar areas and at right base. Nineteen 
sputum specimens negative for acid-fast bacilli by microscopy and 
two by culture. Negative tuberculin test, positive histoplasmin test. 
Right pneumonectomy performed September 25, .1953. Cultures 
from lung and sputum positive for Histoplasma capsulatum. 
Serologic tests also positive. Following surgery, patient showed 
marked improvement, weight gain of 15 pounds, and returned to 
work. Titer of serologic tests for histoplasmosis decreased. Histoplas- 
ma capsulatum seen in pathologic specimens also. 

(Permission for use of Figure 28 by courtesy of AMERICAN ReviEw 
or TUBERCULOSIS.) 


the Communicable Disease Center of the U. S. Public 
Health Service started a cooperative therapeutic study 
of the mycoses early in 1958. Since severe dissem- 
inated or cavitary cases are infrequent in the general 
physician’s practice, it is thought that therapy could 
be better evaluated by relatively large scale cooperative 
trials than by any other method. 

The place of surgery in the therapy of histoplasmo- 
sis cannot at this time be clearly defined. It does ap- 
pear to be the treatment of choice where the lesions 
are localized to one lobe and where a large part of the 
lobe has been destroyed by cavitation. A typical case 
suitable for surgery and treated by surgical excision 
of the right upper lobe is illustrated in Figure 28 (Case 
12). Now that therapeutic measures appear to be of 
promise it is possible that surgery will come to be 
regarded as more frequently indicated than before. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 
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CaTHarTIcs are among the oldest drugs known. Even 
extremely primitive peoples of today, whose culture has 
remained at the Stone Age level, use laxatives. We may 
deduce from this that laxatives were common in pre- 
historic times. The ancient Egyptians took laxatives 
three times a month on the belief that all diseases arose 
from food and could be prevented by purgation. Galen, 
the famous Roman physician of the second century 
A.D., included a cathartic in practically all of his pre- 
scriptions. During the Middle Ages cathartics were 
used to treat diseases as varied as strokes and the plague. 

The belief that cathartics should be taken regularly 
in order to “clean house,” has persisted up to the pres- 
ent time. Perhaps there was some rationale for this in 
years past, since our ancestors’ diets consisted mainly of 
starches and meats and only rarely included fresh 
vegetables or fruits. Today nearly everyone has access 
to fresh fruits and vegetables, and this belief no longer 
holds true. 


What Is Constipation? 


Constipation has been defined in various ways. Most 
physiologists agree that food, or its residue, usually 
takes from 12 to 48 hours to pass from the stomach to 
the rectum. Most people have a daily bowel movement, 
but some normally have two or more movements a day 
while still others may have a stool but once or twice a 
week, Since all these individuals appear to be in good 
health and are not concerned by the frequency of their 
stools, their bowel habits can hardly be called abnor- 
mal. Actually constipation exists in any individual only 
when he fails to defecate with his usual frequency. 
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Constipation has been treated in a multitude of ways. 
Certainly it ts logical to vary the method according to the cause. 
Thus, the prime element in treating constipation 

due to overuse of laxatives is to break the laxative habit. 

In general, drugs have a comparatively limited usefulness 

for patients whe complain of constipation. 


The Generalist Looks at Constipation 


W. E. HENRICKSON, M.D. 


Poplar Bluff, Missouri ~ 


The definition of constipation must also take into 
consideration the character of the stools and the ease of 
defecation. Hard and dry stools are often difficult to 
pass. Also, some patients have difficult or painful defe- 
cation related to rectal stenosis, fissures, hemorrhoids 
or spasm of the sphincter. 

Considering all of these factors, one may define con- 
stipation as a symptom complex characterized by any 
one or a combination of the following: infrequent, 
painful, or difficult defecation or the passage of unduly 
hard stools. 


Physiology of the Intestine 


There are two characteristic movements in the small 
intestine: (1) segmentation, (2) peristalsis. The rhyth- 
mic segmentation divides a long bolus of food into 
small portions by contractions of isolated circular 
fibers. This mixes the food thoroughly with digestive 
juices. Peristalsis consists of waves of contractions that 
move the bolus of food rapidly for a short distance. 

The characteristic peristaltic waves of the colon are 
slower and of longer duration than those in the small 
intestine. This movement occurs three to four times a 
day and is called mass peristalsis. Mass peristalsis is 
usually provoked by the ingestion of food. This is 
known as the gastrocolic reflex. 

As the food residue passes from the small bowel 
through the ileocecal valve into the cecum, the chyme 
varies in consistency from a thick liquid to a semisolid 
state. As the chyme passes along the large intestine, the 
water is gradually absorbed, and by the time the 
residue reaches the rectum, it has become a soft mass. 
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sire to defecate. This sensation passes off quickly if the 
call to defecate is not answered, and usually will not 
return until more bowel contents are forced into the 
rectum, again increasing the rectal pressure. The lower 
sigmoid and rectum are usually evacuated during defe- 
cation, but not infrequently all of the bowel distal to 
the splenic flexure is evacuated. 


Causes of Constipation 


1. Hasir 


Good bowel habits are essential to prevent constipa- 
tion. The pace of modern life all too commonly results 
in delay of defecation. This predisposes to constipation. 
The defecation reflex is brought about by the pressure 
exerted by feces descending into and contained in the 
rectum. As was mentioned, this pressure is frequently 
initiated by the peristaltic waves that begin immedi- 
ately after a meal, the so-called gastrocolic reflex. When 
the urge to defecate is chronically ignored, the defeca- 
tion reflex becomes dulled, the frequency of defecation 
diminishes, and constipation supervenes. 

Treatment. The treatment of constipation due to poor 
bowel habits is naturally aimed at the development of 
good habits. A certain time each day should be set 
aside for the act of defecation. This should be a time 
when the person will not be rushed and, preferably, im- 
mediately after a meal when the urge to defecate is the 
greatest. A nonlaxative stool softener, such as dioctyl 
sodium sulfosuccinate (Colace) may be of value here. 


2. Diet 


The major dietary factor that predisposes to consti- 
pation is too little residue. 

Fecal material must have a certain amount of bulk to 
move through the intestines. Some diets are low in bulk. 
This is especially true of diets that are fundamentally 
composed of sweets or liquids. Bowel movements will 
occur without laxatives, but with decreased frequency. 
This decreased frequency of stools disturbs many 
people and frequently causes them to take laxatives. 
In this manner, the laxative habit is born. 

Treatment. The bulk-forming laxatives, generally 
containing undigestible forms of cellulose, are used in 
treating low-residue constipation. Among the bulk 
agents are bran, agar, tragacanth, psyllium seed and 
methylcellulose. 

Bran itself is rather unpalatable, but 20 per cent of 
it is undigestible cellulose. It can be made more pal- 
atable by being processed into a breakfast cereal. Bran 
cereals are excellent sources of roughage or bulk. 
Rather large doses of bran must be taken in order to be 
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effective as a bulk agent, however. Bran may also be 
baked into cookies and muffins. 

Agar isa dried hydrophilic colloidal substance which 
on moistening, swells to form a gelatinous mass. Acting 
as a moistening agent, it keeps the feces soft as well as 
adding bulk. Synthetic hydrophilic colloids such as 
carboxymethylcellulose as well as the natural colloids, 
tragacanth and psyllium seed, have a similar action. 


3. LaxaTIvE ABUSE 


As previously noted, many people still adhere to the 
idea that a daily bowel movement is a prerequisite to 
good health. Failure to have a bowel movement, re- 
gardless of the reason, all too often leads to self-medi- 
cation with a harsh laxative agent. After purging, one 
to two days are required for the accumulation of suffi- 
cient fecal material to stimulate the defecation reflex. 
During this time the patient has no bowel movement, 
and noting this, he again takes a laxative to cure his 
imagined case of constipation. Thus, the cycle is re- 
peated. Eventually, the bowel becomes “‘sluggish,” the 
defecation reflex dulled, and the individual “habitu- 
ated” to laxatives. Unfortunately, these habits are often 
established early in childhood by well-meaning but un- 
informed mothers. 

Treatment. Most of these patients have potentially 
normal bowel function. Treatment, therefore, is aimed 
at re-establishment of normal bowel habits. Many elabo- 
rate schedules have been developed to overcome diffi- 
culties of laxative abuse. One method is as follows: 

The patient is given a diet containing adequate bulk 
and is reassured concerning the “danger” of constipa- 
tion. He is then removed from whatever laxative he has 
been accustomed to. Since many patients are so condi- 
tioned to the taking of a laxative, a laxating agent must 
often be given during the initial phase of treatment. A 
combination of dioctyl sodium sulfosuccinate plus a 
peristaltic stimulant (Peri-Colace) is given for one week 
at bedtime and in the morning. When regular laxative 
action has been established, the medication is given 
only at bedtime. This gives sufficient laxating action 
in the majority of patients. One to two weeks later, 
dioctyl sodium sulfosuccinate alone is substituted for 
the laxative. Eventually, this too is withdrawn. 


4. INCREASED WATER ABSORPTION BY THE COLON 


Normally, the fecal material reaches the colon in a 
semisolid or liquid state. When there is not enough 
fluid in the diet, or when excessive amounts of water 
are extracted from the stool, the result is a dry, hard 
stool, and at times defecation is difficult. This condi- 
tion may be seen when excessive amounts of body 
moisture are lost by sweating (hot environment) or by 
urination (diabetes mellitus). 
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Treatment. Sufficient water must be ingested, or the 
causes for excessive losses of water must be controlled. 


5. Hypertonic CoLon 


The hypertonic colon produces the spastic type of 
constipation. The whole colon may be the seat of fre- 
quent and purposeless contractions which have little 
effect in moving the stool forward. Often these con- 
tractions become so strong that the entire colon on 
palpation feels like one hard tube. 

Chronic inflammatory diseases such as cholecystitis, 
diverticulitis and appendicitis are often in the back- 
ground of this type of constipation. Spastic constipa- 
tion may be caused by heavy metal poisoning from sub- 
stances suchas lead, arsenic, mercury and phosphorus. 

Psychogenic factors may also play a prominent role 
in the development of the hypertonic colon. An emo- 
tional upset may disturb the delicate balance between 
the branches of the autonomic nervous system, causing 
a colonic spasm. There is experimental evidence that 
stressful circumstances produce changes in the colon. 
Fear and anxiety cause a pallor of the colonic mucosa 
and decreased peristalsis, while anger, resentment and 
hostility produce redness, increased secretion and in- 
creased peristalsis. 

Treatment. Whenever possible the cause of the spastic 
constipation should be removed. The various inflam- 
matory conditions of the intestinal tract should be 
treated, and if possible eliminated. The possibility of 
heavy metal poisoning should be investigated. Anti- 
spasmodics such as the Belladonna alkaloids and pro- 
pantheline bromide (Pro-Banthine) are of great value 
in treating spastic constipation. Tincture of Belladonna 
may need to be given to the limit of the patient’s 
tolerance. In cases of emotional disturbances, a bar- 
biturate combined with the antispasmodic is of value. 


6. Aronic CoLon 


Atonic constipation is due to weakness of the smooth 
musculature of the colon, resulting in relatively inade- 
quate or ineffectual peristaltic contractions. An atonic 
colon is common in old age and also often occurs in 
chronic debilitating diseases. This condition may also 
be related to a diet low in thiamine. 

Treatment. Fecal impactions are common in people 
suffering from atonic constipation. Routine use of 
dioctyl sodium sulfosuccinate has prevented fecal im- 
paction in patients where this was previously a recur- 
rent problem. Enemas containing dioctyl sodium sulfo- 
succinate are of considerable value in softening fecal 
impactions. While stool softeners may be of value in 
the prevention of fecal impaction, usually these pa- 
tients need a peristaltic stimulant. Peristaltic stimu- 
lants in combination with stool softeners have been 
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found to be of considerable value here. Bethanechol 
(Urecholine) is a parasympathetic stimulant and may 
help to initiate peristalsis. It is given in the dosage of 
5 mg. after each meal. 


7. MECHANICAL Facrors 1n CONSTIPATION 


Anything that may obstruct the passage of fecal ma- 
terial is considered to be a mechanical cause of consti- 
pation. The uterus in the third trimester of pregnancy 
is, of course, an obvious cause. Also to be considered 
are such things as adhesions, strangulated hernia, 
foreign bodies, fecal impaction, anal spasm, intestinal 
tumors, hypertrophy of the sphincter muscle and vis- 
ceroptosis. Common but infrequently considered ob- 
structive causes may be tight girdles or improperly 
fitting trusses. 

Treatment. Naturally, the treatment of mechanical 
constipation is to remove the cause. In any patient in 
whom there has been a change of bowel habit of recent 
origin, either sudden constipation or constipation in- 
terspersed with diarrhea, mechanical obstruction should 
be considered. In these patients, it is essential that a 
careful history be taken and that sigmoidoscopic exam- 
ination and a barium enema be used to aid in diagnosis. 
Where the mechanical obstruction is related to preg- 
nancy, adhesions, or hernia, the stool softeners may be 
of value. Harsh purgatives and laxatives should be 
avoided. 


8. Facrors Extrinsic TO THE COLON 


Three muscle groups are important in the act of 
defecation. These are the muscles of the diaphragm, 
abdominal wall and the pelvic floor. When the dia- 
phragmatic musculature is weak, sufficient intra-ab- 
dominal pressure cannot be generated to force the feces 
from the rectum. This is commonly noticed in such 
conditions as emphysema, asthma and most debilitat- 
ing diseases. The abdominal muscles are likewise of 
importance to increase the intra-abdominal pressure. 
Weakness of the abdominal muscles is often associated 
with diaphragmatic musculature weakness. Abdominal 
wall weaknesses are commonly seen in patients who are 
obese, have ascites or have had frequent pregnancies. 

Of the pelvic muscles, the levator ani muscle is the 
most important muscle of defecation. The pelvic floor 
may atrophy due to overstretching during pregnancy 
and weakness may be associated with laceration of the 
pelvic muscles. 

Constipation of extrinsic origin may also be related 
to other conditions such as paralysis from various 
nervous system diseases, poliomyelitis, cerebral acci- 
dents and injuries to the brain and spinal column. The 
management of constipation in these conditions is 4 
real problem. 
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Treatment. Some strengthening of the abdominal 
muscles in the diaphragm may be obtained by exer- 
cises. If the weakness is due to debilitation, the disease 
causing the condition is treated. Obese patients are 
encouraged to reduce. Occasionally surgical interven- 
tion may be helpful in repairing lacerated pelvic mus- 
cles. It is important that these patients have a soft stool 
so that a minimal amount of pressure will cause a suc- 
cessful defecation. Dioctyl sodium sulfosuccinate is 
helpful here. 

Where paralysis is a factor, careful management of 
constipation to avoid fecal impaction is important. 
Stool softeners have been found effective in preventing 
impactions, but a laxative or enema may be necessary 
to expel the fecal material. Retention enemas of diocty] 
sodium sulfosuccinate are effective in softening fecal 
impactions. In paralytic cases, every attempt should 
be made to institute a diurnal rhythm of defecation. 


9. CONGENITAL MEGACOLON 


Congenital megacolon (Hirschsprung’s disease) is 
due to a congenital deficiency of the parasympathetic 
ganglia in a portion of the colon, occurring most com- 
monly in the lower sigmoid and rectum. Peristaltic 
waves are unable to pass through this segment and the 
feces pile up proximally to the lesion with consequent 
dilatation and hypertrophy of the colon. This dilata- 
tion may progress to ulceration, necrosis and perfora- 
tion if the impaction is allowed to persist. Perforation 
has a mortality rate of from 10 to 25 per cent. 

Treatment. In severe cases of Hirschsprung’s dis- 
ease, the surgical removal of the deficient segment of 
the bowel is indicated. Stool softeners both orally and 
in enemas may be of assistance. Death has been ob- 
served in children from the administration of tap water 
enemas; and, for this reason, enemas of normal saline 
should be used. Bethanechol has been used to treat this 
condition with varying degrees of success. In general, 
the treatment is directed at keeping the stool soft and 
preventing obstipation. 


Drugs Used in the Treatment of Constipation 


There are four main classes of drugs that are used in 
the treatment of constipation. 
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Irritant Cathartics. The irritant cathartics act by 
stimulating peristalsis, thus hastening the contents 
along the gastrointestinal tract. These drugs do not 
have any effect upon the stool itself except that by in- 
creasing the motility and decreasing the absorption time, 
a liquid stool may be produced. All these cathartics are 
of value in cases of constipation where decreased motil- 
ity is a factor. Among the newer members of this group 
are the anthraquinones. These derivatives of cascara 
can be accurately standardized and, therefore, differ 
from their parent product. They have a mild action 
and cause very little griping. 

Bulk Cathartics. The bulk cathartics are of value in 
patients who eat a diet containing very little waste 
material. By adding bulk to the fecal material, they 
promote more rapid progression through the intestine. 

Lubricants. The oils act as lubricants, assisting the 
passage of the stool more rapidly through the intes- 
tinal tract. They also have a softening effect on the 
stool. This effect is probably due to the fact that the 
fecal material is coated with oil, thus preventing the 
absorption of some of the fecal water. One great diffi- 
culty with this group is that they may prevent the ab- 
sorption of the oil-soluble vitamins. Seepage through 
the rectum and thus the soiling of clothes is another 
unpleasant side effect. 

Stool Softeners. Nonionic wetting agents have recently 
been introduced as stool softening agents. Among these 
are dioctyl sodium sulfosuccinate and the polymers of 
ethylene and propylene oxide. All these agents are de- 
tergents that contain surface-active properties which 
lower the surface tension of the stool, promoting the 
emulsification of water and stool fats and thus a softer 
stool. They are entirely inert and are not absorbed 
from the intestinal tract. These drugs are of value 
whenever a soft stool is desirable. They do not stimulate 
peristalsis and where motility is a factor a peristaltic 
stimulant should be given. They are ordinarily pre- 
scribed in doses of 100 to 300 mg. a day. Ordinarily, 
there is a delay from one to three days in the softening 
action of dioctyl sodium sulfosuccinate. This delay is 
apparently related to intestinal motility. 

A coupon for ordering an extensive bibliography accompanying 


this article may be found adjacent to or near the Index to Adver- 
tisers. 
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The Sign 
of the Patent Bronchus 


SOL KATZ, M.D. 
Associate Editor, GP 


ONE OF THE MOST perplexing problems in chest roent- 
genography is the differentiation of a pure inflamma- 
tory process from infection secondary to bronchial 
obstruction, especially bronchogenic carcinoma. When 
the obstruction involves a lobar orifice there is usually 
direct or indirect bronchoscopic evidence of its pres- 
ence. However, in cases where segmental or subseg- 
mental bronchi are the sites of obstruction, broncho- 
scopic findings are often negative or inconclusive. 
Negative bronchoscopy, therefore, obviously does not 
exclude neoplasm. 

Although pulmonary collapse is recognized as a com- 
plication of bronchial obstruction of the draining bron- 
chus, it also occurs frequently in the absence of ob- 
struction of the regional bronchus. This latter form of 
pulmonary collapse is caused from obstruction of many 
smaller bronchi within the area of involvement usually 
by secretions and inflammatory edema. This condition 
is seen most commonly in unresolved or slowly resolv- 
ing pneumonia. Thus, although the general appear- 


Figure ta (left). Contracted right upper lobe with areas of rare- 
faction representing cavities. Infection alone vs. bronchial obstruc- 
tion with secondary infection is the problem. Figure 1b (right). 
Tomogram demonstrates patent right upper lobe bronchus (arrow) 
and rules out bronchial obstruction. 
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ance by conventional x-ray examination is similar in 
pulmonary collapse, whether due to obstruction of 
the bronchus supplying the area or to obstruction of 
the smaller bronchi within the area, the differentiation 
often becomes possible when specialized techniques 
are used. 

The keystone to the distinction is the demonstration 
of a patent bronchus leading to the collapsed subsey- 
ment, segment, lobe or lung. When the bronchus is 
open, the collapse can safely be attributed to multiple 
peripheral bronchial obstructions and thus neoplasin 
of the regional bronchus can be eliminated. 

The patency of the supplying bronchus can be dem- 
onstrated by several methods. Even on plain films of 
the chest, the main-stem bronchi and the larger bronchi 
may be seen. When there is consolidation of lung 
tissue, air-filled smaller bronchi may be outlined within 
the opacification. On overexposed roentgenograms the 
air-filled bronchi are thus more clearly discerned. 
Patency of bronchi may also be shown by body sec- 
tion roentgenography (tomography). Bronchography 
remains the best method known for outlining. the 
bronchial tree and demonstrating whether or not bron- 
chial patency exists. 

In alveolar cell carcinoma there may be pulmonary 
collapse due to obstruction of many smaller bronchi 
by tumor. This is a rare type of carcinoma of the 
lung which stands as a possible exception to the value 
of the patent bronchus sign. However, even in this 
variety of pulmonary carcinoma, the regional bronchi 
are distorted and have become narrowed by the sur- 
rounding malignant lesions. 


Figure 2a (left). Opacification in right upper lobe, suspicious of 
cancer found in bronchial washings. Figure 2b (right). Broncho- 
gram demonstrates patent right upper lobe bronchus (arrow) 
excluding bronchial obstruction and therefore bronchogenic car- 
cinoma as a cause for the pulmonary densities. 
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INTERVIEWING PATIENTS under sedation frequently 
facilitates the uncovering of conflicts, attitudes and 
psychologic symptoms that might otherwise remain 
hidden until later. This procedure rarely uncovers any 
material that the physician cannot eventually reach 
during interviews without narcosis. But it may bring 
them to the surface earlier. The general practitioner 
and internist (as well as the psychiatrist) can use this 
procedure profitably if they guide themselves by cur- 
rent knowledge of indications, techniques and dangers. 

The physician must not think that the injection of 
the sedative is automatically followed by the release 
of the material looked for. On the contrary, all the 
resources of the physician as an interviewer are still 
required to guide the interview toward the diagnostic 
data or therapeutic effect desired. The sedative simply 
facilitates this work in certain instances. 


Indications for Interviewing With Narcosis 


HisTORY-TAKING 


When a patient has difficulty in expressing his 
thoughts and feelings, his inhibitions protect him from 
the painful feelings which free expression would bring. 
During the course of ordinary interviews he may 
gradually overcome these inhibitions as he talks to the 
physician. Ordinarily this occurs gradually and slowly. 
However, at times, sedation may usefully diminish the 
painful feelings connected with important conflicts, 
thus permitting their freer and earlier expression. 


DiAGNosIs 


When doubt exists concerning the mechanism of 
certain symptoms and their reversibility, this pro- 
cedure may bring some clarification. For example, 
hysterical symptoms can usually be removed when the 
patient is sedated and given strong suggestions. The 
Suggestions imply that the symptoms will disappear 
and when these are hysterical, they are usually abol- 
ished. Sometimes the symptoms disappear with the 
sedation alone without suggestion. Thus interviewing 
with narcosis may be of value in distinguishing organic 
neurologic disorders from hysterical symptoms that 
imitate these disorders. Sometimes a layer of hysterical 
disability is superimposed on an underlying structural 
neurologic disorder. This procedure may assist in 
demonstrating both components of the illness. 

Malingering can sometimes be detected with this 
technique. The malingerer may become somewhat 
confused and modify or alter his “symptoms” in a 
manner that reveals the deception. The abolition of 
symptoms themselves under narcosis does not estab- 
lish malingering. This is shown rather by the malin- 
gerer’s inconsistencies and by the details in which his 
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This method may speed psychiatric evaluation. Usu- 
ally performed with amobarbital sodium (Sodium 
Amytal), it should be restricted, with rare excep- 
tions, to hospital use. Under narcosis, the patient is 
prepared to release thoughts and feelings that other- 
wise may long be suppressed. For that reason, the 
method should not be used under circumstances in 
which such release will be damaging to the patient 
or to the physician-patient relationship. 


Interviewing with Narcosis 


1AN STEVENSON, M.D. 


Department of Neurology and Psychiatry 
School of Medicine, University of Virginia 
Charlottesville, Virginia 


symptoms differ from those that are unfeigned. 
Malingerers may sometimes confess their deception 
under narcosis, but will not always do so. When a 
person is determined to withhold information, he can 
nearly always do this, even when sedated. Narcosis 
makes it easier for a patient to say what he wants to 
say but cannot say. It does not force him to say what 
he does not want to say. 

In cases of suspected schizophrenic reactions, inter- 
views with narcosis may reveal the underlying dis- 
organization of thoughts and affects. The drug inter- 
feres with the inhibition of expression of psycho- 
pathologic contents, thus allowing them to come to the 
surface where they can be more readily observed. 
Hallucinations, previously suspected but concealed, 
may sometimes be demonstrated during interviews 
with narcosis. Precautions discussed later must be 
used in applying this technique to psychotic or 
potentially psychotic persons. 

Frequently this procedure helps in differentiation of 
structural brain damage from purely functional psy- 
chologic disturbances. Damage decreases the integrat- 
ing capacity of the brain. The damaged brain has a 
diminished ability to organize incoming perceptions 
and relate them to past experiences. This integrative 
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capacity is further impaired when the function of the 
brain is depressed by sedation. Thus a person with 
slight or moderate brain damage may seem well 
oriented without sedation. Under narcosis, however, 
he may become disoriented and confused. To investi- 
gate the existence of organic brain disease, the physi- 
cian should ask questions designed to test orientation 
for time, place and person before and after administra- 
tion of the drug. He should also ask the patient the 
reason for his being where he is, testing thereby the 
patient’s insight into his situation. The occurrence 
during sedation of disorientation, confusion or a 
denial of being ill, suggests brain disease and the need 
for further study to demonstrate it more definitely. A 
positive result only is significant, since some patients 
with brain disease may not become disoriented or con- 
fused after administration of the drug. 

Interviewing with narcosis may assist in understand- 
ing obscure pains. Barbiturate drugs (short of general 
anesthesia) have little or no central analgesic effect. 
The diminution or disappearance of pain after admin- 
istration of these drugs does not therefore depend upon 
changes in the threshold for the perception of pain. 
The effect depends upon one or both of two other 
factors. First, the pain may have been due to muscular 
spasm which is relaxed by the sedation, with a corre- 
sponding change in pain stimuli. Second, the behavior 
of a patient during any pain arises not only from the 
perception of pain, but also from reactions to the pres- 
ence of pain. Reactions to the pain sensation vary 
widely among different persons, and vary much more 
than the threshold for the perception of pain. The pain 
may alarm a patient because to him it portends some 
serious threat to his health, livelihood or life. He re- 
acts not only to the pain but to these associated calami- 
ties. The two components of the pain experience—the 
perception of painful impulses and the reaction to 
them—should be distinguished. Sedation assists in the 
distinction by modifying the reactions to the painful 
stimuli, but not the stimuli themselves except insofar 
as these result from muscular spasm. In attempting 
the evaluation of obscure pains with sedation, the 
physician should remember that the procedure itself 
has a strong suggestive effect on many patients. In 
suggestible patients, the mere administration of an in- 
jection of any kind may modify pains of all types, and 
suggestion can influence the pain threshold as well as 
the reaction to pain. 


‘THERAPY 


Strongly inhibited patients may find that the reduc- 
tion in anxiety that the sedation brings permits them 
to talk more freely to the physician. Then this freer 
talking has itself a further disinhibiting effect so that 


134 


after some interviews with sedation the patient may be- 
come free enough to continue talking without sedation. 

By making the patient more suggestible, sedation 
can facilitate the removal with the use of suggestion of 
many symptoms, especially those determined by tlic 
ideas of the patient (e. g., hysterical symptoms). 


PROGNOSIS 


Some hints as to prognosis may be obtained from 
observations of patients under narcosis. A depressed 
patient may show a lifting of much or all of the de- 
pression under sedation. In that case the prognosis is 
better than if the depression persists unchanged. Simi- 
larly, some schizophrenic patients show more normal 
mental functioning and can communicate more readily 
when they are under sedation. These patients also 
have a better prognosis than those who show no change 
or an even greater disorder of thought processes 
under sedation. 


Technique 


Amobarbital sodium or thiopental sodium should be 
used for sedation. Other drugs have little advantage 
over these. Amobarbital sodium is somewhat preferable. 
It is easier to control, longer-acting, and does not have 
so great a tendency to provoke respiratory complica- 
tions, such as laryngospasm. The solution used should 
be diluted sufficiently to permit easy control of the 
amount injected. A 2.5 per cent solution consisting of 
0.5 Gm. of amobarbital sodium dissolved in 20 cc. of 
sterile distilled water satisfies this requirement. This 
amount of the drug usually suffices to induce adequate 
narcosis. In some unusually tense and anxious patients, 
larger amounts may be used, for example, a 5 per cent 
solution containing 1.0 Gm. of the drug dissolved in 
20 cc. of water. The solution should be freshly made 
up just before the interview. 

To counter the depressant action of the barbiturate 
while augmenting the disinhibition, 10 to 20 mg. of 
methamphetamine hydrochloride may be added to the 
solution of the preferred barbiturate. This combination 
may promote better interviews than the barbiturate 
alone can do. However, methamphetamine should not 
be given to patients with cardiovascular disease, espe- 
cially hypertension. And interviews including its use 
should be conducted in the morning to assure that the 
methamphetamine does not interfere with the patient’s 
sleep the following night. 

The patient should be prepared by a short discus- 
sion of the purpose of the procedure. Explanations 
should be brief and reassuring. Except when sedation 
is used to promote suggestibility, the patient should 
not be encouraged to think of the procedure as being 
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more than one of many aspects to the study and treat- 
ment of his case. 

The interview should take place in a hospital. Under 
special circumstances, interviews may be carried out 
in an office or clinic. This is usually unfeasible because 
the patient nearly always wishes to sleep afterward. 
He might thus occupy needed space in an office. If he 
does not sleep, he is often too drowsy (and uncoordi- 
nated) to go home by himself without assistance. More- 
over, offices and clinics rarely have the emergency trays 
and equipment that should be available for the rare 
complications. An emergency tray with an airway and 
stimulants, such as caffeine sodium benzoate, pictro- 
toxin, ephedrine and Metrazol, should be readily avail- 
able. Oxygen should also be available. 

The patient should lie down throughout the inter- 
view. After venipuncture the first 2 or 3 cc. of the solu- 
tion may be injected rapidly and then followed hy in- 
jection of additional solution at the rate of 1 cc. per 
minute. Oversedation and complications are more 
easily avoided if the injection is made slowly. If the 
drug is given too rapidly, the patient may show no 
change for a few minutes and then rather suddenly 
pass into a deep sleep from which he cannot be aroused. 
This precludes interviewing that day. The patient may 
be asked to count slowly and the injection stopped 
when his voice becomes slightly slurred or when he 
shows nystagmus. At this point the patient may show 
other evidences of sedation, such as slower breathing 
and muscular relaxation. Only experience can teach 
the optimal degree of sedation for the interview, and 
the amount of drug required to reach this point varies 
in different patients. The needle should be left in the 
vein while the interview continues. The physician can 
then give small additional injections if needed to main- 
tain the optimal level of sedation. 

As mentioned earlier, the injection of the sedative 
prepares the patient for an interview, but cannot sub- 
stitute for the skill of the interviewer. He must guide 
the interview along lines that he judges to be important. 

After the patient has become relaxed, the physician 
may find it helpful to ask: ‘What are you thinking 
about now ?” This permits the physician to learn about 
the patient’s current thoughts and it also stimulates 
the patient to begin talking. Sometimes the patient will 
quickly move toward the topics that are of greatest im- 
portance to him. At other times the physician may need 
to guide the patient by asking questions or giving di- 
rections whose probable value the previous interviews 
have made clear. Thus he can say: “Tell me some 
more about your wife,” or, “Tell me again why you 
left your last job.” The therapeutic value of these in- 
terviews becomes enhanced when the patient stops 
generalizing, e.g., “My mother was always mean to 
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me,” and recounts in detail the actual events of the 
past, thus reliving and re-experiencing the relevant 
emotions. To encourage this, the physician again must 
offer suggestions and guidance. Thus he can say: “Tell 
me again what happened at the beach last August 
when your brother came for the weekend. Can you re- 
call that time now?” As the patient gets going, the 
physician can encourage further detail by asking for it 
in such remarks as, ‘So what did you Say then?” and, 
“What happened after that?” 

Throughout the interview the physician must watch 
the patient to prevent his becoming too disturbed by 
the release of painful, affect-laden thoughts. This will 
happen only rarely, however. As already mentioned, 
the procedure is commonly used to assist the patient 
to talk about painful thoughts and experiences that 
he otherwise suppresses. Under the sedation and with 
the support of the physician, he can relive experiences 
that he otherwise could not tolerate in consciousness. 
It would therefore be unwise for the physician to re- 
move the opportunity for him to do this, unless abso- 
lutely necessary. 

But if the patient’s tension increases markedly be- 
yond his likely endurance, if the patient himself com- 
plains of the tension, or if he shows signs of disorgani- 
zation of thought processes, the physician should ter- 
minate the interview. He may do this quite easily by 
injecting enough additional solution to put the patient 
to sleep. This is preferable to terminating the inter- 
view with the patient still in a panic or showing psy- 
chotic symptoms. 

If the chief purpose of the interview is diagnostic, 
for example, to help distinguish organic brain syn- 
dromes from functional disorders, then the interview 
naturally takes a different form. Here the questions 
differ very little from those that would be asked in an 
ordinary mental status examination without sedation. 
As in all such examinations, the physician should 
phrase his questions tactfully and should guard the 
patient from a painful exposure of mental inadequacy 
which can increase the patient’s anxiety and worsen 
his condition. 

After the interview, the patient may be given a stimu- 
lant such as 0.5 Gm. of caffeine sodium benzoate in- 
travenously, provided methamphetamine has not al- 
ready been used for the interview. This will somewhat 
antagonize the effect of the sedation. Or the patient 
may be allowed to sleep until the effects of the drug 
have passed off. In any case, he should be watched 
closely until he has recovered completely. He should 
not take alcohol after the interview. If leaving an office, 
he should be accompanied by a responsible person 
and he should not be permitted to drive a car until the 
next day. 
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Limitations of Interviewing With Narcosis 


It must not be thought that the picture of the per- 
sonality revealed under sedation is any “truer” than 
the one seen when the patient is not sedated. The old 
phrase in vino veritas suggests that alcohol reveals a 
person more accurately than he is revealed when sober. 
Actually, under the influence of alcohol, a man merely 
shows his personality when under the influence of 
alcohol. And the same is true of his behavior when 
sedated. Both alcohol and sedation do bring to the 
surface impulses and thoughts that press up for ex- 
pression. Nevertheless, the fact that these impulses 
and thoughts are held in check except when the patient 
is under the influence of alcohol or sedation, is also an 
important datum about the patient. Indeed, since im- 
pulses are much the same in all people, the degree of 
control over them distinguishes one person from an- 
other just as much as differences in the impulses 
themselves. 

Apart from this, it oversimplifies the effect of seda- 
tives such as the barbiturates, to attribute their effects 
only to the disinhibition of repressed and suppressed 
thoughts and impulses. Many patients show no such 
disinhibition and actually talk less when sedated than 
when not. A change in the symbolization of thought 
contents seems to be a more consistent factor in the 
behavior of patients under sedation. This may be 
brought about because the reduction of the patient’s 
anxiety permits a detachment from his real situation. 
This detachment in turn permits him to express him- 
self more concretely and with less anxious regard for 
other persons, notably the physician. It also enables 
the patient to view himself and his illness in a much 
more favorable light, even to the point of minimizing 
or denying his illness altogether. 

That interviewing with narcosis does not furnish a 
diagnosis by itself follows from the above remarks. On 
the contrary, the data thus obtained must be carefully 
correlated with all the other data of the examination 
before any conclusions can be drawn. 


Contraindications 


Sometimes patients are reluctant to be interviewed 
with narcosis. In such instances the physician should 
endeavor to uncover the meaning of the patient’s re- 
luctance. The patient may merely fear the discomfort 
of the needle. Or he may fear he will release material 
that will damage him in the eyes of the physician. Or 
he may fear to go to sleep and become unconscious 
perhaps because he equates these states with “losing 
control.”’ The patient may fear that he will lose control 
of his own impulses (i.e., become psychotic) or that 
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he will lose control of the physician who, he fantasic s, 
may wish to attack or sexually approach him. 

Mild initial reluctance may often be overcome jy 
reassurance on some of these points or by gentle pe r- 
suasion. But a patient should never be pressed or 
cajoled into submitting to sedation if he manifestly 
does not wish to do so. If the patient is not readily 
reassured, or if he obviously distorts the meaning of 
the procedure or the motives of the physician, the 
procedure should not be undertaken. If the procedure 
is carried out in the face of such distortions, the pa- 
tient is likely to react vigorously if not with actual 
violence. It is not in the interests of either patient or 
physician to provoke such reactions. 

The physician also needs caution with patients who 
ask for the procedure or welcome it eagerly. This atti- 
tude is found in persons with excessive, almost magical 
expectations of the physician. They will let him do 
anything to them, provided he gets them well. What 
they might do for themselves is not thought about be- 
cause of the inflated expectations of the physician. 
Patients who cling to a physical origin of their com- 
plaints also welcome the procedure, since it is a physi- 
cal one and in their eyes a treatment of the body. 
These attitudes do not preclude interviewing with nar- 
cosis. They simply warn the physician of its likely 
effect upon the patient, and of its limitations for these 
patients, who cannot be expected to derive much fresh 
psychologic insight from the procedure. On the other 
hand, such patients may be excellent subjects for the 
implantation of constructive suggestions while they 
are under sedation. 

A male physician should not perform the procedure 
on women without the presence of a female attendant. 
Some women may fear or wish sexual intimacies by the 
physician during the procedure. When no witness has 
been present, the patient may be tempted afterward to 
accuse the physician of unprofessional conduct. It is 
unwise for a male physician to interview with narcosis 
a female patient whose behavior indicates already a 
strong attachment to the physician. When the patient 
is under the influence of the drug, this attachment 
may become intensified and warmly expressed with 
resulting complications to the relationship and no ad- 
vantage to the patient. 

Patients with strong latent homosexuality should 
not be interviewed under narcosis by a physician of 
the same sex. The patient’s own sexual impulses may 
become released or his fear of sexual approach by the 
physician may come to the surface. In either case a 
panic may follow. Paranoid patients who are likely to 
see the procedure as a physical assault (and sometimes 
a sexual approach) should never be interviewed by 
this method. 
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This procedure should also be avoided in persons 
with severe tension states verging on psychotic break- 
down. While greater certainty of diagnosis may some- 
times be achieved in these instances, nothing is learned 
that would not become clear with the passage of time. 
And the patient is exposed to a potentially disinte- 
grating experience. It is doubtful if anyone has been 
made psychotic de novo by this procedure. But it is 
equally certain that overt psychoses have been precipi- 
tated by its injudicious use in borderline patients with 
severe tension states. In borderline patients who are 
not especially sense, the procedure may have consid- 


erable diagnostic value and, properly used, is quite 
harmless. These patients under sedation either be- 
come more disintegrated, which points toward a schizo- 
phrenic reaction, or more normal, which indicates a 
milder disorder and a better prognosis. 

Certain physical disorders preclude this procedure. 
It should be avoided in the presence of fever, liver 
damage, kidney disease and marked hypotension. And 
it should be avoided in barbiturate addiction. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 


Health, Production and Morale 


FEW ENTERPRISES in the economy of public health are as dynamic and protean as those broadly 
categorized as occupational health. The intense concern with this work is reflected in the num- 
bers who turn out for the occupational health sessions at most public health conferences. 

Far beyond a nearsighted concentration on specific toxins, particle concentrations, decibels 
or safety boots, occupational health has extended its vision to place specialized hazards within 
the frame of total health needs. The most effective occupational health work is found to con- 
cern itself with the general health of each employee. Efforts directed in the past at reducing ~ 
losses and claims related to accidents and occupational injuries are being directed more at 
maintaining productivity and morale in the working force. — 

The changed concept of occupational health is evident in the 1955 decision of the American 
Medical Association that physicians qualifying should be certified by the Board of Preventive 
Medicine as diplomates in occupational medicine, a subspecialty of preventive medicine. 

The dominance of preventive over surgical aspects of this work is another indication of the 
evolutionary trend. It is brought about by a combination of advances in the skill of medical 
service, by the experience and wisdom of management and by the tendency of labor to seek 
services rather than wage gains which are dissipated by leaps in living costs.—Haro.p J. 


MaGnuson, M.D., chief, Occupational Health Program, Public Health Service, Pub. Health Rep., 
72: 1049, 1957. 
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Parkinson’s Disease 


SHAKING PALSY 
(Paralysis Agitans) 


Involuntary tremulous motion, 
with lessened muscular power, 

in parts not in action 

and even when supported; 

with a propensity to bend 

the trunk forwards, and to pass 
from a walking to a running pace: 


JAMES PARKINSON, 1817 


the senses and intellects being uninjured. 
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Each year, members of a different 
well-known medical faculty prepare articles 
for this regular GP department. 

This ts the fourth of twelve 
from the University of Michigan. 


Practical Therapeutics 


The Treatment of Parkinsonism 


KENNETH R. MAGEE, M.D. 


Neurology Department 
University of Michigan Medical School 
Ann Arbor, Michigan 


Ir is THE AIM of this paper to discuss, and also to __ strikingly demonstrates the importance of careful 
clarify, one of the commonest neurologic disorders— __ clinical observation and description, often neglected 
one that can be recognized in the majority of cases by —_in modern medicine in favor of laboratory diagnosis. 
simple observation, without need for x-rays, lumbar Parkinson, a recognized successful physician who 
puncture, electroencephalography, or other diagnostic —_ published many medical articles, belonged to that age 
studies, and one that is rarely confused with other _ of physicians whose interests and fame often spread far 
neurologic abnormalities. With a few simple rules,and _afield from medicine. He was so active in attempts to 
an understanding of the various components of Parkin- _ secure social reforms in England in the latter part of 
sonism, the physician should be able to treat ade- __ the eighteenth century that he was suspected of revo- 
quately the majority of patients, and in most instances _lutionary activities including implication in the “‘Pop- 
the expense and inconvenience of consulting a spe- _ gun Plot” to assassinate the King of England. He wrote 
dalist or large clinic can be avoided. many political articles, considered to be inflammatory, 
I shall initially review the history, the clinical criteria under the pseudonym of “Old Hubert.” Had it not 
for the diagnosis of Parkinsonism, and the relatively _ been for his stature as a physician, it is likely that he 
scant knowledge of its underlying pathophysiology. _ would have been imprisoned as were many of his asso- 
Second, I shall elaborate a simple program of therapy _ciates, but despite the severe laws of the time, he re- 
that can easily be followed to give the patient the best —_—s mained free. Parkinson also became very active in reli- 
possible relief. gious affairs, vigorously working to further Sunday 
schools, at that time the only available source of educa- 

History tion for children who worked during week days. He 
also developed an avid interest in geology, particularly 
No discussion of Parkinsonism is complete without __ the study of fossils. This interest resulted in the pub- 
teference to the remarkable James Parkinson (1755- _lication of a three-volume monograph entitled Organic 
1824) who described with clarity and preciseness the = Remains of a Former World, perhaps his greatest work, 
disorder that bears his name. Little has been added to __ entitling him to as revered a place in the history of 
the clinical description since he first published his ‘An —_ geology as his “Essay on the Shaking Palsy” has in 
Essay on the Shaking Palsy” in 1817. The monograph "medicine. It is a remarkable achievement when one 
has recently been republished, with an excellent biog- _ considers that all his activities and writing were done 
taphy of Parkinson. I recommend it highly, for it in spare time taken from a busy medical practice! 
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Classification 


Three clinical types of Parkinsonism are commonly 
recognized—namely, arteriosclerotic, idiopathic and 
postencephalitic. The latter type first became apparent 
during the encephalitis epidemic after World War I. 
It is known that carbon monoxide, carbon disulfide, 
manganese and other toxins may produce a syndrome 
resembling Parkinson’s disease, but such cases are cer- 
tainly uncommon. Brain tumors, syphilis and trauma 
have also been reported to cause Parkinsonism, but 
this is exceptionally rare and many such cases may be 
coincidences, the patient actually having two separate, 
unrelated disorders. 

Transient cases of Parkinsonism may occur during 
therapy with reserpine, chlorpromazine and barbitu- 
rates. With the increased use of these compounds, this 
side reaction may become an even greater problem, 
but fortunately, in the majority of patients, the symp- 
toms of Parkinsonism decrease or disappear promptly 
when the drug is discontinued or when its dosage 
is decreased. 

The differential diagnosis of the three major forms 
of Parkinsonism is outlined in Table 1, but must not 
be taken too literally for many exceptions occur and 
the criteria may intermingle, with the exception of 


DIFFERENTIAL DIAGNOSIS OF PARKINSONISM 


PosTENCEPH- ARTERIO- 
Ip1opaTHIC ALITIC SCLEROTIC 
Age of onset 45-60 Often under 40 60 or older 
Past His- Noncontributory Encephalitis Arteriosclerotic 
tory cardiovascular 
disease 
Specific § ‘The typical Park- Also may have: Often mild with 
Findings inson syndrome Oculogyria rigidity pre- 
Pupil abnor- dominating 
malities 
Convergence Other findings of 
insufficiency cerebral arterio- 
Seborrhea sclerosis 
Other abnormal 
postencephalitic 
movements 
Onset Gradual Gradual Gradual 
Course Gradual pro- May become Gradual pro- 
gression stationary gression 
Table 1. 
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oculogyric crises, which are known to occur only in 
the postencephalitic form of the disease. 


Clinical Description 


If we may postulate a diagnostic triad for Parkinson- 
ism, it consists of resting tremor, rigidity of muscies, 
and reduced spontaneous movement. Most other mani- 
festations of the disorder are variations of these three 
components. 

The presence of tremor at rest is of great importance, 
for it is found in only a few other rare neurologic dis- 
orders that are of little significance to the general 
practitioner. The tremor, defined as a rhythmic alter- 
nating contraction of protagonist and antagonist mus- 
cle groups, may be rapid or slow, coarse or fine, but 
averages about four to six per second and is most com- 
monly seen in the hands although it may be present 
in any muscle group. When present in the hands, the 
contraction of the thumb and fingers is characteristic 
and resembles the movement a dealer makes rapidly 
passing cards, although the old analogy, “‘pill-rolling,” 
is the most common descriptive phrase for this type of 
movement. The tremor is maximal at rest although it 
may be present on the maintenance of sustained pos- 
tures and upon movement, as in the finger to nose test. 

It must be remembered that “rest” means literally 
that, and holding the hands outstretched is not rest 
but is the maintenance of a posture. Tremors most 
pronounced when posture is employed include the 
relatively rare hepatolenticular degeneration (Wilson’s 
Disease) and the tremors seen in hepatic encephalo- 
pathy, hyperthyroidism, senile tremors and nervous- 
ness. The tremor most marked on movement, or in- 

tention, is well known in cerebellar diseases of divers 
types. 

Therefore, in Parkinsonism the arms should be ex- 
amined when quietly resting on a table or on the pa- 
tient’s lap, and the legs are observed with the patient 
resting in a chair or lying in bed. The tremor is much 
worse when the patient is tense or excited and dimin- 
ishes when he is calm, and thus may vary from moment 
to moment and day to day. This is, however, true with 
nearly all involuntary movements regardless of type or 
etiology. 

Rigidity is very complex physiologically but is clini- 
cally defined as resistance to passive motion. Thus it is 
tested by the examiner attempting to move passively 
the patient’s resting extremity—and may be tested at 
any joint. The elbow, wrist and knee are the most com- 
monly tested in a routine examination, although the 
earliest sign of rigidity in Parkinsonism appears proxi- 
mally, and thus it is wise to test shoulder and thigh as 
well. If rigidity is present, the examiner feels resistance 
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to passive movement. Such resistance may be mild, 
moderate or so severe that the examiner may have 
difficulty in overcoming it to move the extremity. The 
resistance is present throughout the range of move- 
ment and does not increase and decrease as does the 
spasticity seen in pyramidal tract lesions such as ordi- 
nary internal capsular hemiplegia. 

At times when the rigid extremity is being moved, 
the examiner feels an intermittent resistance which has 
been likened to the sensation perceived if the hand is 
placed on a revolving cog wheel—thus the term “cog- 
wheel rigidity.” This actually is not a separate form of 
increased tone. The cog-wheeling effect is due to the 
perception of tremor as the extremity is moved—a 
combination of rigidity with superimposed tremor. 

Reduced spontaneous movement (poverty of move- 
ment, bradykinesia, akinesia) is the third common 
component of the Parkinson syndrome. This is partly 
associated with rigidity, but many patients with only 
minimal rigidity will tend to show unusual reduction 
in spontaneous activity. The patient seems to lose in- 
terest in his surroundings and will sit for long periods 
of time doing nothing. The patient must be prodded 


to work, exercise, care for himself or take part in family ' 


affairs. The disability imposed by other components 
of the disease and a psychologic “giving up” on the 
part of the patient contribute to poverty of movement, 
but it seems likely that it may have a definite under- 
lying organic pathology, as do rigidity and tremor. 
Such reduced movements and lack of interest in motor 
activities may lead relatives and the physician to assume 
that the patient’s intellect is failing. In some instances 
this may be true, but Parkinson’s disease does not 
commonly cause significant mental deterioration, and 
poverty of movement may be observed in patients with 
normal or superior intellect. 

Other common components of Parkinsonism include 
the “mask-like” expressionless face which may also 
erroneously suggest that the patient is mentally dull. 
The masking results from rigidity of the facial muscles 
and infrequent blinking. The latter is well known to 
be a common early manifestation of Parkinsonism. 

The patient’s gait and posture are also characteristic. 
His head is bent forward. His trunk is stooped. His 
arms are slightly flexed and the tremor is usually evi- 
dent. His steps are short and stiff. His gait has often 
been compared to that of a person walking up a hill 
with a stiff wind blowing against his face. When the 
patient is bent over so that his center of gravity moves 
forward, the gait may quicken, so to speak, to “catch 
up with himself.” This is the mechanism of the so- 
called festination or the propulsive gait which patients 
with Parkinsonism occasionally demonstrate. Retro- 
pulsion and lateropulsion rarely occur. 
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Figure 1. The basal ganglia. 


Although the term “shaking palsy” is used, palsy 
or weakness is usually not an important part of the 
clinical picture. The patients are usually of near normal 
strength except where tremor, rigidity and prolonged 
inactivity lessen their abilities to perform the ordinary 
tests. 

Oculogyric crises are found only in postencephalitic 
Parkinsonism. The crises consist of attacks of forced 
conjugate deviation of the eyes, usually upward but 
occasionally down or sideways, lasting from seconds to 
hours but most commonly for a few minutes. The 
deviation of the eyes may be so marked that the cornea 
is hidden under the lid and the sclera is all that can be 
seen. Thus during the attacks the patient may, in 
effect, be blind. These sudden attacks may suggest an 
epileptic origin, but they do not respond to anticon- 
vulsants and their anatomic and physiologic basis is 
unknown. 

Autonomic nervous system changes seen in Parkin- 
sonism include sialorrhea, excessive perspiration and 
seborrhea. The latter is most commonly observed in 
postencephalitic patients, as are pupillary abnormalities. 


Pathology 


The exact pathophysiology of Parkinsonism of any 
type remains unexplained. Pathologic studies and re- 
cent electrophysiologic research, however, are leading 
to a better understanding of the basic mechanisms of 
the disorder. For many years it has been known that 
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the basal ganglia demonstrate the major pathologic 
changes in Parkinsonism, although there has been con- 
siderable variation and disagreement as to which com- 
ponents of the basal ganglia are most affected in the 
various types of Parkinsonism. Among the many nuclei 
comprising the basal ganglia, the abnormalities are 
most commonly found in the caudate nucleus, puta- 
men, globus pallidus and substantia nigra (Figure 1). 
The consensus suggests that the major pathologic 
changes in idiopathic Parkinson’s disease are within 
the caudate nucleus, globus pallidus and putamen, 
while the substantia nigra is most constantly involved 
in postencephalitic Parkinsonism. In the arterioscle- 
rotic form, degeneration and infarcts within the basal 
ganglia may be prominent, but again the significance 
of this in the production of Parkinsonism is not clear, 
for many individuals with diffuse cerebral arterioscle- 
rosis may show similar lesions without having Parkin- 
sonism. Selective necrosis and cavities within the globus 
pallidus may be observed in Parkinsonism following 
carbon monoxide intoxication. 

Despite these pathologic observations, the complete 
Parkinsonian syndrome cannot be reproduced by plac- 
ing lesions in the various components of the basal 
ganglia in experimental animals. This is not unusual 
if one considers the extremely complex connections of 
the basal ganglia. It obviously follows that experimental 
lesions of selective portions of the basal ganglia may 
not interrupt its function in the same way as the dif- 
fuse and scattered degenerations observed clinically. 
It seems most likely that diffuse degeneration in com- 
plex fashion interrupts the normal interplay of pyrami- 
dal and extrapyramidal influences on normal motor 
activity, thus resulting in Parkinsonism. 


Treatment 


When the doctor must manage a disease for which 
no cure or universally accepted effective treatment is 
available, often a host of drugs are offered which are 
claimed to give significant relief of symptoms. Thus, 
although we cannot cure Parkinsonism, many prepara- 
tions are available which offer varying degrees of relief 
for the patient. Although only a few of these drugs are 
popular and thought to be most effective, for several 
reasons it is actually beneficial to have many drugs 
available: (1) personal idiosyncrasy to any one drug; 
(2) the development of tolerance to the drug over a 
period of time with consequently diminishing benefits; 
(3) unexplained variations in the individual therapeutic 
efficacy of the various drugs so that one patient may 
think a particular drug remarkably effective and the 
next patient may find it worthless. 

Although the proper treatment of Parkinsonism also 
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SIDE REACTIONS 

OF ANTISPASMODIC DRUGS 
USED IN THE TREATMENT ; 
OF PARKINSON'S DISEASE 


Common: Dryness of the mouth 


Blurred vision 


Less Common: Nausea 
Epigastric distress 
Dizziness 
Drowsiness 
Weakness 
Constipation 
Bladder hesitancy 
Confusion 
Forgetfulness 


Tachycardia 
Vomiting 
Disorientation 
Toxic delirium 


Table 2. 


involves physical, psychologic and occasionally sur- 
gical therapy, drug therapy will be discussed first. The 
basic drug of the series most commonly utilized in 
treatment is atropine. Long ago it was discovered that, 
in addition to its parasympatholytic effects, this alka- 
loid also has a central nervous system action, not well 
understood, that inhibits the rigidity and to a lesser 
extent the tremor of Parkinsonism. Because of its auto- 
nomic effect, atropine is not commonly used in treat- 
ment any more, and the goal of research has been to 
discover drugs that have less of the undesirable para- 
sympatholytic effects of atropine and more of the cen- 
tral nervous system action. It was soon found that the 
other solanaceous alkaloids, hyoscine and stramonium, 
were superior to atropine in this respect, and for years 
they were considered the drugs of choice for the treat- 
ment of Parkinsonism. However, recently many new 
synthetic alkaloids have been developed and have toa 
large extent replaced the naturally occurring drugs. 
Each drug and its uses and limitations will be con- 
sidered individually, along with recommended doses. 
However, several basic principles will first be given 
which will enable the physician to treat the patient 
adequately even if the suggested doses of these many 
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drugs are not recalled. If these basic rules are remem- 
bered, the physician’s task can be significantly reduced. 

1. Side reactions of antispasmodic compounds, al- 
though showing individual variations in frequency of 
appearance with different drugs, are those of the base 
drug, atropine. They are listed in Table 2 and range 
from the relatively minor problem of dryness of the 
mouth to the most serious, namely, toxic confusion 
and delirium. 

2. Patients with arteriosclerotic forms of Parkinson- 
ism tolerate medication poorly. Postencephalitic pa- 
tients tolerate medication best. Those with the idio- 
pathic type are intermediate in tolerance. 

3. The older the patient, the poorer the tolerance 
to antispasmodics. This roughly correlates with the 
previous point. 

4. In general, the more severe the Parkinsonism, 
the better the patient will tolerate medication. 

5. If the physician does not know whether his pa- 
tient can tolerate the average daily dose of the drug he 
is prescribing, it is quite safe and satisfactory to initiate 
treatment with 1 tablet daily of the lowest dosage form 
of the medicine available and then increase by 1 tablet 
every five to seven days until the patient experiences 
disagreeable side reactions or until the addition of 
another tablet gives no added improvement to his 
symptoms. Treatment for Parkinsonism is purely symp- 
tomatic, and therefore it is not urgent for optimal 
dosages to be given at once, as in the case of an anti- 
biotic prescribed for a bacterial infection. With experi- 
ence in therapy and knowledge of the patient’s own 
reactions to previous treatment with similar drugs, 
time can be saved by giving higher doses initially, but 
considering the chronic duration of the disease, the 
time saved is negligible. 

Actually the majority of the common antispasmodics 
used in therapy for Parkinsonism are prepared in dos- 
age forms so that the lowest dose may safely be given 
three times daily. Exceptions are most apt to occur in 
arteriosclerotic patients and with cogentin (Benz- 
tropine, Sharp-Dohme). Initial doses of cogentin often 
utilize 1 mg. or one-half tablet. 

To further reassure the hesitant physician, it must 
be admitted that the less severe, although disagreeable, 
side reactions usually appear before more serious reac- 
tions, and ample time is available to reduce the dose. 
Most of the side reactions are readily recognized, but 
one exception occurs in the form of insidious mental 
symptoms. If the side reaction is a dramatic psychotic 
episode or confusion, it is quickly observed, but some 
patients on antispasmodics may show slow impairment 
of mental functions with mild confusion or memory 
loss, which may, particularly in the older patient, be 
confused with senility. Thus it should be remembered 
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Figure 2. A picture of drugs is useful in questioning the patient. 


that any patient under treatment with an antispas- 
modic who shows signs of mental deterioration greater 
than expected from prior observation should have the 
medication reduced or withdrawn for a few weeks to 
see if the mental status improves. The symptoms, if 
due to the drug, usually clear promptly, and the physi- 
cian may then cautiously resume therapy with appro- 
priately reduced doses of the drug or, perhaps prefer- 
ably, with another drug. Sometimes the side reactions 
are not entirely related to dosage, but an idiosyncrasy 
to a particular drug may be present, and similar diffi- 
culty would not occur with another antispasmodic, 
even with similar doses. 

Valuable information regarding reactions to drugs 
used in the treatment of Parkinsonism may be obtained 
from determining which medicines the patient has 
taken before. For this purpose a picture as in Figure 2 
is of value, for the majority of the preparations are 
patented and appear in specific sizes, shapes and col- 
ors. Figure 2 may be kept available for this purpose, or 
preferably for the physician who treats a number of 
patients with Parkinsonism, a sample of each prepara- 
tion itself can be kept available. This will save a good 
deal of time and effort on the part of both the physi- 
cian and patient. For example, should the patient have 
taken large doses of one antispasmodic without any 
difficulty, it is usually unnecessary to begin with the 
very lowest doses of another drug of similar pharma- 
cologic structure. 

The common drugs will now be considered indi- 
vidually, and the specific advantages or disadvantages 
of each indicated. 
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Naturally Occurring Antispasmodics 


1. Hyoscine (scopalamine), a solanaceous alkaloid, 
was for many years the most commonly used drug in 
the treatment of Parkinsonism, particularly the idio- 
pathic and postencephalitic forms. It is available in 
0.3, 0.45 and 0.6 mg. tablets. It is given two or three 
times daily in the smallest dosage form, slowly increas- 
ing to higher doses. It is often poorly tolerated in 
arteriosclerotic patients, even in small doses. Dryness 
of the mouth and blurred vision are extremely com- 
mon side reactions. Sucking lemon drops or other 
hard candies may reduce the dryness of the mouth. 

2. Stramonium. This alkaloid is better tolerated by 
older patients and is available as a capsule or in tincture 
form, the latter being rather inconvenient for tremulous 
patients. The 244-grain tablet may be taken three to 
six times daily. The tincture also contains small 
amounts of hyoscine, hyoscyamine and atropine and 
is initially given 10 drops three times daily, increasing 
to as much as 60 drops three times daily. 

3. Bellabulgara (Harbor). This is a preparation 
from the roots of the Bulgarian belladonna, originally 
thought to be superior to other belladonna drugs. This 
view is no longer held by most neurologists. The 
preparation also contains small doses of other alkaloids 
and is given 4 to | tablet three times daily. 

4. Rabellon (Merck Sharp & Dohme). This con- 
tains domestic belladonna. It is given in 0.5 mg. 
tablets increasing from 4% to 1 tablet three times 
daily until optimum effect is obtained. 

5. Vinobel (William S. Merrell). This domestic bella- 
donna preparation is available in 0.4 and 0.8 mg. tab- 
lets. Dosage principles are similar to the other alka- 
loids. Vinobel, Bellabulgara and Rabellon have ap- 
proximately the same effect and side reactions. None 
of these naturally occurring alkaloids is so popular or 
widely used as in the past and actually has no advan- 
tages over the newer synthetic drugs. 


Synthetic Antispasmodics 


1. Artane (Trihexyphenidyl, Lederle). This is prob- 
ably the most commonly used drug in the treatment of 
Parkinsonism at the present time. It relieves all the 
symptoms of Parkinsonism to some degree but is more 
effective against rigidity than tremor, as is true with 
nearly all available drugs. It is manufactured in 2- and 
5-mg. white tablets, the average patient with moderate 
Parkinsonism tolerating 5 mg. three times daily. How- 
ever, arteriosclerotic patients usually tolerate no more 
than 2 mg. three or four times daily. It is also available 
as an elixir containing 2 mg./5cc. 

2. Pipanol (Trihexyphenidyl, Winthrop Labora- 
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tories). This compound is chemically identical to 
Artane and is available in 2- and 5-mg. tablets aid 
an elixir containing 4% mg./Icc. 

3. Pagitane (Cycrimine, Lilly). Chemically similar 
to Artane, many patients think Pagitane gives greater 
relief. However, its therapeutic efficacy is partially 
counterbalanced by increased side reactions. Available 
in 1.25 and 2.5 mg. tablets, standard dosage principles 
apply. Older patients often tolerate no more than 1.25 
mg. three or four times daily. The physician should 
carefully observe patients who receive Pagitane, for 


insidious impairment of mental functions. 


4. Cogentin (Benztropine, Merck Sharp & Dohme). 
This drug has certain antihistaminic features in addi- 
tion to its atropine effect. It is beneficial in all forms of 
Parkinsonism. Available in 2-mg. scored tablets, it is 
commonly given in doses of 1 mg. at bedtime, increasing 
as tolerated to 3 or 4 mg. daily. Some patients prefer 
to take the entire dose at bedtime rather than in di- 
vided daily doses. Side reactions include those of atro- 
pine. A sedative effect may occur in association with 
the antihistaminic action. If the patient is agitated, 
this may be beneficial. 

5. Kemadrin (Procyclidine, Burroughs-Wellcome). 
This is one of the newer antispasmodic agents reported 
to be effective in all forms of Parkinsonism with mini- 
mal complaints of dryness of the:mouth and blurred 
vision. Available in 5-mg. scored tablets, the optimal 
dosage varies greatly, and gradual increase is needed 
to determine tolerance and maximum therapeutic effect. 

6. Parsidol (Ethopropazine, Lysivane, Warner-Chil- 
cott). Parsidol has antispasmodic and antihistaminic 
features. Relatively low in toxicity, it is available in 10-, 
50- and 100-mg. tablets, with average initial doses of 
25 to 50 mg. three times daily except in older patients 
where therapy is begun with the 10-mg. size and then 
gradually increased. Drowsiness is a not uncommon 
side reaction. 

Although newer drugs are being studied, this group 
constitutes the major antispasmodic agents found valu- 
able and generally safe to use for the treatment of 
Parkinsonism. In following the recommended dosage 
schedules, it must be remembered that the effect and 
side reactions of antispasmodics are additive. There- 
fore, if combinations of these drugs are used, the physi- 
cian must be careful to consider the total dosages. On 
occasion such combinations may be of definite benefit. 
Cogentin in particular is often used with other anti- 
spasmodic agents. 

No dogmatic statements can be made regarding the 
best order in which to try these drugs. Even expeti- 
enced investigators will offer conflicting opinions on 
the therapeutic efficacy of each drug in each type of 
Parkinsonism and the degree of relief given by the 
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drug to the major symptoms. I usually try Artane first. 
After a thorough trial on this drug, Pagitane, Kemadrin 
and Parsidol are studied in that order. Cogentin is 
used as an adjunct with any of them. The naturally 
occurring antispasmodics are not routinely used unless 
the newer drugs fail or unless the patient has been 
taking one of them for years with satisfactory relief. It 
must be emphasized that eventually all of the newer 
drugs should be tried, for it is impossible to predict 
in any given patient which drug will give the best relief. 


Other Drugs 


In addition to antispasmodics, certain other com- 
pounds may be beneficial in the treatment of Parkin- 
sonism. As they are also used for other conditions and 
therefore will be more familiar to the general practi- 
tioner, they will not be considered in as great detail. 
The antihistaminic Benadryl (diphenhydramine, Parke- 
Davis) may give moderate relief of tremor and symp- 
toms of cerebral excitation. The average dose is 50 
mg. three or four. times daily. It may be used in con- 
junction with antispasmodic agents. If the side reaction 
of drowsiness proves troublesome, the dose must be 
reduced or the drug discontinued unless cerebral 
stimulants are used to counteract this effect. Benadryl 
is available in 25- and 50-mg. capsules. 

Disipal (orphenadrine, Riker) is a new central nerv- 
ous system stimulant with weak antihistaminic and 
strong anticholinergic properties, recently introduced 
in the treatment of Parkinsonism. It is generally given 
in doses of 50 mg. three times daily along with other 
antispasmodic compounds with which it is compatible, 
and at times seemingly synergistic. Side reactions are 
mild. Occasionally excitation, insomnia, nausea and 
dryness of the mouth occur. As with other agents, 
rigidity is helped more than tremor and the cerebral 
stimulation is most desirable in many cases. 

Cerebral stimulants in many drug forms are valuable 
to patients who are sluggish, depressed or have marked 
poverty of movement. They may all be used in con- 
junction with antispasmodics. The most common drugs 
in this group are Benzedrine (amphetamine, SKF), 
Dexedrine (dextro-amphetamine, SKF), Desoxyn (des- 
oxyephedrine, Abbott) and Ritalin (methyl phenidyl- 
acetate, Ciba). The amphetamine group is most widely 
used. Side reactions include agitation and insomnia. 
In addition, blood pressure elevation may occur, and 
these drugs must therefore be used with caution in 
patients with cardiovascular disease. The patient’s in- 
dividual preference and tolerance will vary, and it is 
well to try more than one type of stimulant. Further- 
more, the patient’s cardiovascular system should be 
checked frequently, regardless of the drug. Fortu- 
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nately, in the vast majority of patients, none of the 
drugs listed will appreciably affect the cardiovascular 
system when given in standard doses. 

Muscle relaxants have been given to patients with 
Parkinsonism with relatively little success, but when 
rigidity is severe, an occasional patient will feel that 
such drugs are worth while. Tolserol (mephenesin, 
Squibb) is available in 250- and 500-mg. tablets. Three 
or 4 grams daily in divided doses may be necessary 
to obtain any effect. Flexin (zoxazolamine, McNeil) or 
Paraflex (chlorzoxazone, McNeil) are both available in 
250-mg. tablets. The average dose of 1 to 2 tablets 
three times daily may produce side reactions of dizzi- 
ness and gastrointestinal disturbances. 

It should also be mentioned that an occasional 
patient may find benefit from small amounts of wine or 
similar mild alcoholic beverages. This does not harm 
the patient and may be approved from the standpoint 
of his Parkinsonism by the physician if the patient’s 
personality is stable and there is no indication that it 
is being used in excessive amounts. 


Physiotherapy 


Physiotherapy is also of importance in the total 
management of the patient with Parkinson’s disease. 
In mild or moderate cases the simple activities of 
everyday life will suffice. If the patient obtains exercise 
from his job, mowing the lawn, walking or housework, 
no formal exercises may be necessary. In more severe 
cases where patients have been inactive for prolonged 
periods, formal exercises may be necessary, and the 
advice of a physical medicine specialist may be in- 
valuable. Although hospitalization is occasionally 
necessary, most exercises may be performed at home. 


Psychotherapy 


In coordination with other treatment, it is vital for 
the physician to help the patient develop a sound 
mental attitude toward his disability, for any emo- 
tional problems will invariably increase the symptoms 
of Parkinsonism. This is far easier said than done, but 
in general it is found that many patients fear losing 
their minds or going blind, and have other misconcep- 
tions regarding their illness. The patient should be en- 
couraged to express such fears, and appropriate re- 
assurance should follow. Most patients also avoid 
groups of people where they will be subject to the 
stares of the curious. Thus they tend to become re- 
clusive. This can be helped, but not entirely avoided, 
by explaining how common the disorder is and that 
the patient is not so unusual that he will long attract 
attention. 
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A thorough explanation of the nature of the illness 
should be given, pointing out that it is not rapidly fatal 
or crippling and that a useful and productive life may 
continue for decades. Vocational guidance may be 
important. Parkinsonism may be a much greater dis- 
ability to someone who depends on skilled movements 
of his hands for a living and must retrain himself to a 
different occupation. If at all possible, the patient 
should be encouraged to continue working. If the 
patient has no job and cannot get one, work about the 
home is of value not only for its physiotherapeutic but 
also for its mental value. It is customary in this society 
to symphathize and care for the needs of the ill. In 
Parkinsonism this attitude is contraindicated to some 
extent, and the patient should be encouraged to do as 


much as possible for himself. 


Surgical Therapy 


The surgical treatment of Parkinsonism is receiving 
much attention at the present time, although operative 
relief from tremor and rigidity has been attempted for 
nearly two decades with varying degrees of success and 
more consistent degrees of failure. Initial approaches 
centered around extirpation or section of the pyramidal 
tract at various levels. Initially the motor cortex (area 
4) and the premotor cortex (area 6) were selectively 
ablated. Later, the corticospinal tract was sectioned 
at the level of the cerebral peduncles. The problem en- 
countered in these operations was, in addition to 
operative mortality, the danger of producing profound 
paresis. Many patients showed only slight weakness, 
but all too often the tremor returned as strength re- 
turned. Although exceptional successful cases were 
reported, it can be generalized that the relief of tremor 
was proportionate to the degree of paralysis, and that 
such operations were advisable only for a patient who 
was willing to undergo the risk and expense of the 
operation and who understood the potential risk of 
paralysis or failure to relieve tremor. Few patients fell 
into this category. Furthermore, relief, if obtained, was 
on one side only, and few patients had profound uni- 
lateral tremor meriting surgical treatment who also 
were not severely involved on the other side. 

Additional current surgical attempts at therapy in- 
clude cutting fibers or removal of various portions of 
the basal ganglia and their pathways. One of the most 
recent surgical approaches is selective chemical de- 
struction of the globus pallidus—chemopallidectomy. 
Elaborate instruments have been devised to guide a 
needle into the globus pallidus (Figure 1) with careful 
control by utilizing landmarks of the skull, x-rays and 
pneumoencephalography. After the needle is posi- 
tioned, alcohol is injected into the globus pallidus, 


146 


and in many patients considerable relief of tremor aid 
rigidity is obtained. 

This operation developed from a prior study in 
which it was found that ligation of the anterior chorwi- 
dal artery would give relief of tremor and rigidity. 
Although it has a wider distribution, the most constant 
area of supply of this artery is the medial two-thirds 
of the globus pallidus, and this area was often selec- 
tively destroyed. The operative mortality, particularly 
in older patients and the inconstant distribution of the 
artery led to the development of chemopallidectomy, 
which has largely supplanted the earlier anterior 
choroidal artery ligation. However, pathologic studies 
are insufficient to prove that destruction of the globus 
pallidus is fully responsible for the relief of the tremor. 
A glance at Figure I will show how close the globus 
pallidus is to other structures, particularly the internal 
capsule. 

The lack of paralysis does not prove that the internal 
capsule is spared, for it has long been known that the 
pyramidal tracts may be sectioned with surprisingly 
little paralysis in many patients. Nevertheless, if the 
operation relieves symptoms for many years without 
producing other significant disabilities, it certainly will 
be a valuable aid in treating patients with Parkinson- 
ism. It does seem remarkable, however, that further de- 
struction of an already damaged brain structure im- 
proves the patient. Certainly the study of patients who 
have had these operative procedures provides a rich 
source of information that cannot help but add to total 
knowledge of the physiologic basis and exact neural 
mechanisms involved in the production of tremor and 
rigidity of Parkinson’s disease. New operations severing 
other basal ganglia connections and employing ultra- 
sound are at present being developed, based on these 
prior studies, but it is too early to assess fully their 
value. 

The present status of surgical treatment of Parkin- 
sonism can best be summarized as follows: Surgical 
treatment is contraindicated in any person who can 
be given sufficient relief medically to enable him to 
ambulate and perform useful activity. It should be 
reserved for those patients who are severely disabled 
to the extent that the expense, risk and potential 
complications of this intracranial operation (which 
should be explained to the patient and family) do 
not deter him from desiring it. The general physical 
condition and age of the patient must of course be 
considered before undertaking surgical treatment. 


Prognosis and Conclusion 


All forms of Parkinsonism are chronic. The indi- 
vidual course usually cannot be predicted. Idiopathic 
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and arteriosclerotic forms usually progress slowly. 
Postencephalitic Parkinsonism, although severe, may 
reach a plateau and show no progression. Parkinsonism 
in itself does not cause death. General debilitation 
associated with the very severe forms of the disease 
may lead to the patient’s demise, as may associated 
cardiovascular disease in the arteriosclerotic form. 
Certainly, however, the patient who develops any 
form of Parkinson’s disease has a relatively long life 
expectancy, thus increasing the importance of good 
medical treatment with social rehabilitation of the 
patient. 


Parkinsonism is one of the neurologic disorders 
that the general practitioner can easily diagnose and 
treat. In addition, the general practitioner has a 
distinct advantage over the specialist, for he more often 
has known the patient and therefore has good insight 
into his personal problems, his family, his work 
ability and other aspects of his personal environ- 
ment, all of which influence the response to medical 
therapy. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 
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True Hermaphroditism 


Hucues and his colleagues report the case of a 15-year- 
old boy admitted because of breast enlargement. His 
rearing had been entirely as a boy although “ambigu- 
ous” external genitalia were noted at birth. 

Surgical exploration revealed this to be a case of 
lateral or alternating true hermaphroditism: testis on 
one side and ovary on the other. A hypoplastic uterus 
and a left Fallopian tube and ovary were removed. 
Testicular tissue and normal epididymis were found in 
the right labial mass. Later, plastic surgery involving 
breasts and penis completed the therapy. 

The authors emphasize the avoidance of serious psy- 
chologic problems in this patient by continuing his 
assignment to the male sex. This condition should be 
corrected before adolescence. These authors also ex- 
press the view that true hermaphroditism is much 
more common than reports would indicate. (J. Pediat., 
52: 662, 1958.) 


Glycogen Storage Disease 


GLYCOGEN STORAGE DISEASE is a rare familial condition 
for which a recessive and perhaps sex-linked genetic 
mechanism has been suggested. There are two main 
clinical types. The hepatic form was described by von 
Gierke. In this form, the liver and kidney are the 
primary sites of glycogen deposition. In the cardiac 
form, the myocardium and skeletal muscles are pri- 
marily involved. There are biochemical differences be- 
tween these types. 

In von Gierke’s disease, or glycogen storage disease 
of the liver, there is a decrease in the amount of the 
enzyme glucose-6-phosphatase. This leads to slowing 
of the reactions between glycogen and glucose and to 
accumulation of glycogen. There are hepatomegaly, 
renal enlargement, slowing of growth, hypoglycemia, 
ketosis and hyperlipemia. 
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Tips from Other Journal: 


In glycogen storage disease of the heart and skeletal 
muscle, the biochemical abnormality has not been dem- 
onstrated. Cardiomegaly, muscle weakness and macro- 
glossia are prominent findings. The relative degree of 
skeletal muscle or myocardial involvement varies. 

Friedman and Ash have presented the clinical find- 
ings in five infants with glycogen storage disease of thie 
heart and skeletal muscle system. They emphasize the 
prominent role played by generalized muscular weak- 
ness and its complications, rather than cardiac mani- 
festations. Paucity of spontaneous movements and di- 
minished deep tendon reflexes were present in each 
case. The involved skeletal muscles were of average or 
slightly greater than average size. 

The diagnosis most commonly made at the time of 
admission was amyotonia congenita. In no instance was 
the initial impression heart disease. Cardiac involve- 
ment became evident only when an x-ray or electro- 
cardiogram was made. However, heart failure often 
occurred terminally. (Digitalis produced arrhythmias.) 

Diagnoses were confirmed with autopsies and special 
chemical analyses of tissue. (J. Pediat., 52: 635, 1958.) 


Jacksonian Seizures in Childhood 


Hotowacu and her colleagues have analyzed 114 cases 
of Jacksonian epilepsy in infants and children. The 
incidence was approximately 8 per cent of all cases of 
epilepsy. There was no sex or race preponderance. 
The maximum incidence was in the first two years of 
life, with 48 per cent of all cases under the age of 15 
occurring in the first three years. 

There were high incidences of birth injury, congen- 
ital cerebral defects and family history of epilepsy. 
There was frequently a long interval between cerebral 
involvement (or its detection) and the onset of Jack- 
sonian epilepsy—up to as much as eight and 11 years 
following evidence of hemiplegia. Brain tumor was 
found in only one of the 114 patients. 
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Nocturnal seizures were common. Several patients 
had generalized seizures with a febrile illness, develop- 
ing Jacksonian seizures later on. These could have 
been related to hereditary predisposition, central 
nervous system disease at the time of the first febrile 
seizure or possibly focal organic residual from the 
febrile episode itself. 

Mental retardation was noted in 24 per cent prior to 
the onset of seizures. Four more patients developed it 
after the onset of seizures. Serious behavior disorders 
were noted in four children. 

Electroencephalograms were made in 83 children, 
18 of whom had neurologic lateralizing signs. In 12 of 
the 18, a focal process was recorded in the expected 
location. In 65 cases without neurologic abnormality, 
19 showed a focal spike process in the suspected hemi- 
sphere; while in six others it appeared over the unsus- 
pected hemisphere. Fifteen showed generalized spiking 
and seven showed slow focal patterns over a region of 
the suspected hemisphere. Only one tracing was con- 
sidered normal. The remainder showed slow frequen- 
cies without localization. 

Progressive and ultimately permanent paralysis oc- 
curred in at least ten patients, emphasizing the need 
for prompt control of seizures. (J. Pediat., 52: 670, 
1958.) 


L.E. Factor in the Newborn 


MIJER AND OLSEN REPORT the case of an infant born toa 
mother with proved disseminated lupus erythematosus. 
L.E. preparations of the infant’s blood were positive 
up to the age of seven weeks. 

This is the fifth reported case of probable placental 
transmission of the L.E. factor from mother to baby. 
(J. Pediat., 52: 690, 1958.) 


Chronic Aortoiliac Thi ombosis 


BeckwitH and his colleagues reviewed 65 consecutive 
cases of chronic aortoiliac thrombosis with a special 
view to appraisal of the frequency of significant clinical 
vascular disease elsewhere. The age distribution of the 
patients is shown in the chart at the right. 

The chief symptom was claudication, although this 
was preceded in some cases by fatigue of the lower 
limbs on walking. In some instances, symptoms rapidly 
worsened, and this accelerated phase was attributed 
to extension of the aortoiliac thrombosis or occlusive 
disease involving collateral vessels. Claudication oc- 


_ curred in the leg and the hip area in the great majority 


of the cases (83 per cent). About one-third of the pa- 
tients acknowledged decreased potency after the onset 
of sy mptoms. 
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Trophic changes (decreased toenail growth, skin 
atrophy, subcutaneous atrophy) and decreased or ab- 
sent hair growth were noted in about half the patients. 
There was lowered skin temperature in 56 of the pa- 
tients. A bruit was heard over the aortic bifurcation or 
over the femoral arteries in 14 cases. Absence or dimi- 
nution of femoral pulsations was the single most im- 
portant sign. 

Pathologically the aortic occlusion was almost never 
strictly segmental. Atheromatosis involved the lower 
portion of the aorta and extended well into the iliac 
arteries in most instances. There was a high prevalence 
of significant vascular disease elsewhere, shown by the 
fact that cardiac, renal, hypertensive or cerebrovascular 
disease was found to be present in 56 of the 65 patients 
(86 per cent). This accounts for the fact that in this 
series only eight patients were selected for homograft 
replacement of the aorta and iliac arteries. (New Eng- 
land J. Med., 258:721, 1958.) 


~Chrotogic Studies in Lung Cancer 


BICKERMAN AND HIS ASSOCIATES report a method of ob- 
taining sputum from the respiratory tract of normal in- 
dividuals, patients with chronic nontuberculous pul- 
monary disease and patients with known or suspected 
malignancy by employing the inhalation of warm 
hygroscopic saline aerosols. Approximately 10 cc. of a 


AGE DISTRIBUTION IN 65 CASES 
OF CHRONIC AORTOILIAC THROMBOSIS 
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10 or 15 per cent saline aerosol containing 20 per cent 
propylene glycol was administered to a total of 336 
subjects. The impingement of an adequate number of 
hypertonic saline droplets upon the bronchial mucosa 
induced transudation by osmosis. The bronchial trans- 
udate washed exfoliating cells from the regions of 
aerosol deposition into the material subsequently ex- 
pectorated. The propylene glycol added to the saline 
solution provided a stable mist. The use of the warm 
saline materially reduced the sense of irritation to the 
upper respiratory tract that occurred when cold hyper- 
tonic saline aerosols were used. 

Mucoid sputum specimens suitable for cytologic 
examination were recovered in 89 per cent of the entire 
series. Of special interest as a possible screening tech- 
nique for the cytologic diagnosis of lung cancer was 
the production of sputum in 86 per cent of 180 subjects 
who had no evidence of pulmonary disease and no 
cough or spontaneous sputum. Only three subjects in 
this group noted a slight irritation on inhaling the 
warm saline aerosol. In five of eight patients with 
proved primary or metastatic carcinoma of the lung, 
sputum preparations were positive for malignant cells. 
All the examinations were performed on single speci- 
mens and it is likely that cytologic study of several 
specimens would increase the possibilities of accurate 
diagnosis. (Dis. df Chest, 33:347, 1958.) 


“Open Negative” Syndrome 


Tue “open negative” syndrome refers to the tubercu- 
lous patient with persistent cavitation and noninfec- 
tious sputum. Corpe and Blalock made a continuing 
follow-up study of 159 patients with tuberculosis on 
home care who had attained the “open negative” 
status. The average period of hospitalization for each 
patient approximated two years, and most patients re- 
ceived chemotherapy during that period. As a group 
the patients had attained a noninfectious status for a 
year to a year and a half prior to discharge from the 
hospital. Surgery had been recommended for 37 of 
these patients who refused the procedures suggested, 
while 122 of the patients were not considered surgical 
candidates because of the extent of their disease or 
because of such factors as age or poor vital functions. 

The period of follow-up has ranged from four months 
to 48 months. The relapse rate has been 8.8 per cent. 
There was no difference in the reactivation rate be- 
tween the Negro and white races. Reactivations occur 
a great deal more frequently in the male patients. 

It is not known how long a patient with the “open 
negative” syndrome should be continued on drug 
therapy. It is believed that this must be highly indi- 
vidualized but a considerable number of these patients 
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should be continued on drug therapy indefinitely. 
However, among 38 patients whose drug therapy was 
stopped, there were no reactivations. There was only) 
one patient who has been considered a public healt|: 
menace. 

The authors indicate that if such people can be ade- 
quately cared for medically in a home situation, the, 
are much happier and it is much cheaper to maintain 
them on drugs outside the hospital than it is to carry 
them as inpatients. A considerable number of these 
people, even with cavitary disease, can be self-support- 
ing and again take their place in society, if given the 
opportunity with public health clearance as to nonin- 
fectiousness. (Am. Rev. Tuberc., 77:764, 1958.) 


Mucosal Marking 


SauNTRY AND KnupTson have developed a technique 
for marking the intestinal mucosa after the removal of 
a polyp, using Lusane Brilliant Blue B. The dye has 
been injected into patients through a sigmoidoscope, 
using a syringe and a long needle, at the base of a polyp 
after it has been snared. 

One patient with the base of a malignant polyp so 
marked with 0.2 cc. of dye died five months later of 
coronary occlusion. At autopsy the dye was concen- 
trated in extracellular spaces in the submucosal 
layer of the rectum. Collagen fibers were prominent ad- 
jacent to the dye, and there were minimal necrosis 
and inflammatory changes. (Cancer, 11: 607, 1958.) 


Total Gastrectomy 


Fry and his colleagues reported 350 patients who had 
total gastrectomy. The diagnosis was adenocarcinoma 
in 299 patients, sarcoma in 19, squamous cell epithe- 
lioma of the esophagus in one, and a benign lesion in 
31 patients. The ratio of males to females was 2.5:1. 
The average age was approximately 56 years. 

The operative mortality was 24 per cent (84 pa- 
tients). This mortality has decreased from 68 per cent 
in the period 1917-1934 to 16 per cent in the period 
1950-1954. Leakage of the esophagointestinal anasto- 
mosis was the most frequent known cause of death. 
Seventeen per cent of the patients with carcinoma sur- 
vived three years, and 8.8 per cent of these patients 
survived ten or more years. The patients with benign 
lesions had a ten-year survival rate of 62 per cent. 

A majority of the surviving patients reported satis- 
factory health. Most of these patients had a habit of 
eating small multiple meals. Their postoperative weight 
depended on how their total daily food intake com- 
pared with their preoperative intake. (Ann. Surg. 147: 
760, 1958.) 
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Raynaud's Disease Among Females 


ABOUT THREE-QUARTERS of all patients with Raynaud’s 
disease or Raynaud’s phenomenon are women. Gifford 
and Hines reviewed the experience at the Mayo Clinic 
with 756 female patients in whom a diagnosis of Ray- 
naud’s disease had been suspected. As time passed, 
that diagnosis was substantiated in 474 of the cases. 
Many of the remainder turned out to have other dis- 
eases—often serious—in which Raynaud’s phenom- 
enon was only a symptom. The authors’ report there- 
fore exemplifies the fact that, with strict criteria for 
diagnosis and long-term observation, the diagnosis of 
Raynaud’s disease often changes—this in spite of the 
fact that Raynaud’s disease is still the most common 
cause for Raynaud’s phenomenon. The authors’ cri- 
teria for diagnosis of Raynaud’s disease were: (1) epi- 
sodes of Raynaud’s phenomenon excited by cold or 
emotions ; (2) bilaterality of Raynaud’s phenomenon; 
(3) absence of gangrene, or, if present, its limitation 
tominimal grades of cutaneous gangrene; (4) absence 
ofany other primary disease that may be causal; and 
(5) symptoms for at least two years. 

The age at onset in the 474 patients is shown in the 
thart above. The location of Raynaud’s phenomenon 
was as follows: 
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Digits and other acral parts.......... a 
Total 


GP October 1958 


enous substrates, including ingested blood. Quantita- 


Occasionally Raynaud’s phenomenon was unilateral 
at the onset (ten cases), but it became bilateral as time 
went on. When specified, the factors precipitating 
Raynaud’s phenomenon were as follows: 


Emotional reactions only.............. 4 


Many of the patients had associated functional dis- 
orders. 

The great majority of the 474 patients were treated 
conservatively, chiefly by reassurance and by protec- 
tion of the extremities against cold and trauma. Their 
course, in general, was quite benign. They were more 
inconvenienced than incapacitated by the disease. 
Trophic changes in the digits and sclerodactylia, when 
present, did not make the outlook more serious. (Cir- 
culation, 16: 1012, 1957.) 


Ammonia Intoxication 


THE USE OF MEASURES to combat ammonia intoxication 
is of great urgency because neurologic damage may be 
irreversible when the central nervous system is long 
subjected to high blood ammonia levels. Because the 
liver is important in the metabolism of ammonia, a 
decrease in hepatic function, or a by-pass of the liver 
by portal-systemic collaterals or by surgical shunting 
procedures may cause high levels of ammonia in the 
peripheral blood. The ammonia in the peripheral blood 
is derived largely from the gastrointestinal tract as a 
result of the action of bacteria in the colon on nitrog- 
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tively, the most important method by which ammonia 
is removed from the body is by the formation of urea. 
The liver is involved in this synthesis. Only a little 
functioning hepatic tissue is necessary to carry this 
out. In the Kreb-Henseleit cycle in the liver, arginine 
is a precursor of ornithine in the production of urea. 

Nagarian and Harper treated 50 patients, 35 of 
whom were in deep coma, in ammonia intoxications. 
They used arginine hydrochloride, a 5 per cent solu- 
tion in 10 per cent dextrose. They administered 500 
ce. of this solution in a two-hour period intravenously. 
When necessary, eight to 12 hours later, a second dose 
was given. 

Forty-eight of the patients showed clinical and bio- 
chemical improvements following this therapy. In ad- 
dition, the production of ammonia within the gastro- 
intestinal tract was controlled by limitation of the in- 
take of protein, control of gastrointestinal bleeding, 
prompt removal by catharsis or lavage of accumulated 
blood, and oral antibiotics to diminish intestinal bac- 
teria. (Surg., Gynec. & Obst., 106: 577, 1958.) 


Coagulability of the Blood 


A croup of 34 patients with ischemic heart disease 
whose blood coagulability had previously been studied 
were reinvestigated after some had been placed on a 
low fat diet. Measurements were made of platelet 
stickiness as well as other coagulation factors. 

McDonald and Engill placed half of the patients.on 
a rice-fruit diet for about a month. In the patients on 
this diet, a statistically significant decrease was found 
in the platelet stickiness; the other measured blood 
coagulation factors showed no change. These patients 
all lost weight, and there was a statistically significant 
lowering of the serum cholesteral level. (Lancet, 1: 996, 
1958.) 


Vaginal Hysterectomy 


THE MOST COMMON COMPLICATION in 1,000 consecutive 
vaginal hysterectomies has been hemorrhage. Two- 
fifths of these patients have required transfusion but 
most of the blood loss was associated with secondary 
procedures, usually colpoperineorrhaphy. Banson 
found, in addition to hemorrhage, that difficult peri- 
toneal entry, inability to deliver or remove the uterus 
and injury to the urinary bladder were the major tech- 
nical problems accompanying vaginal hysterectomy. 
The Heany technique was employed in most of the 
patients. In 112 patients, vaginal hysterectomy was the 
only operative procedure. Most patients had an ante- 
rior and posterior colporrhaphy. Other patients had 
removal of ovaries, tubes, and occasionally the appen- 
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dix in connection with the hysterectomy. There weiec 
no operative deaths in this series. (Surg., Gynec., — 
Obst., 106: 527, 1958.) 


Myocardial Revascularization 


SMITH AND HIS ASSOCIATES performed a cardiopneumo- 
pexy on 19 patients with coronary insufficiency. Car- 
diopneumopexy employs grafting of the left lung in the 
region of the lingula to the heart after removal of the 
twin barriers of pericardium and epicardium. Tlie 
authors’ technique of cardiopneumopexy consists of 
wide incision of the pericardium from the apex to the 
base of the heart, phenol epicardiolysis, asbestos pou- 
drage and suturing of the lung to the myocardium over 
as broad an area as possible, usually employing the 
lingula. 

Of the 19 patients on whom cardiopneumopexy was 
performed, there were two hospital deaths and two 
deaths occurred subsequently, one at three months 
and one at six months. The authors think that the two 
deaths from ventricular fibrillation that occurred post- . 
operatively were due to the problem of selection of 
cases. Angina was substantially relieved in all patients 
but one. The authors have not operated on patients 
over the arbitrary tissue age of 60 years; patients who 
have concomitant serious vascular disease such as cere- 
bral vascular accidents, intermittent claudication or 
aneurysms; patients who must be maintained on digi- 
talis because of inadequate cardiac musculature or pa- 
tients who have had myocardial infarct more recently 
than six months previously. (Dis. of Chest, 33: 533, 
1958.) 


Histamine Headache 


ALTHOUGH some authors believe that histaminic ce- 
phalgia is a variant of migraine, Robinson contends 
that the two represent separate syndromes. He bases 
that opinion on an analysis of reports in the medical 
literature as well as his experience with 20 cases of 
histaminic cephalgia. 

The clinical picture in a typical case is quite charac- 
teristic. The patient is usually an adult male who com- 
plains of severe unilateral headache. The pain starts 
suddenly and tends to subside with equal rapidity. It 
is described as burning, boring, or sometimes throb- 
bing, and may be localized almost anywhere in the dis- 
tribution of the external carotid artery. Attacks of pain 
come in clusters, with long intervals of freedom from 
pain. The episodes of head pain tend to recur at the 
same time each day—usually during the nighttime 
hours. During an attack, there may be stuffiness in the 
nostril on the affected side, congestion of the conjunc: 
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tival vessels and lacrimation from the eye on the af- 
fected side. Occasionally there is unilateral facial 
erythema during an attack or a Horner’s syndrome on 
the affected side. Aside from the clinical story, diag- 
nosis can be confirmed by a histamine-provocative test. 
A small dose of histamine base (0.35 mg.) is injected 
subcutaneously. A positive result consists of the devel- 
opment of a typical attack 35 to 40 minutes after the 
injection. This should not be confused with the false- 
positive result that is seen in many normal people after 
an injection of histamine—a generalized throbbing 
headache appearing within three to five minutes and 
not accompanied by nasal stuffiness or lacrimation. 

There is some reason to believe that the attacks of 
pain are related to dilatation of the branches of the ex- 
ternal carotid artery. That thought is borne out by the 
facts that relief can be afforded promptly by injection 
of vasoconstrictor agents such as ergotamine tartrate 
or epinephrine or by pressure over the carotid artery 
on the affected side. ‘Histamine desensitization” has 
been used with variable success for the prevention of 
attacks of pain. The value of this method remains in 
doubt. (Medicine, 37: 161, 1958.) 


Serum Trypsin 


NaRDI REPORTS a relatively simple technique for deter- 
mining the concentration of circulating trypsin. He 
made this measurement in the serum of 58 patients: 
35 who were clinically free of pancreatic disease, 
16 who had indisputable pancreatitis, and seven with 
carcinoma of the pancreas. The data clearly indicate 
that this test is a more sensitive and reliable index of 
pancreatic disease than either the serum amylase or 
lipase. The mechanism of serum trypsin elevation is 
thought to be the same as that for other pancreatic 
enzymes—active secretion plus ductal obstruction. 
(J. Lab. & Clin. Med., 52:66, 1958.) 


Foodborne Streptococcal Infection 


PHYSICIANS are so used to thinking of streptococcal 
infection as being transmitted from person to person, 
that it is well to remember that such infection some- 
times is attributable to the eating of contaminated food. 
A reminder about this is contained in a report by Far- 
ber and Korff of an epidemic of streptococcal infection 
that resulted from eating egg salad. The occasion was 
a charity luncheon in Baltimore last year—a luncheon 
attended by about 800 people, of whom 600 became ill. 

The fact that the epidemic of streptococcal infection 
was related to contaminated food was demonstrated by 
(1) development of infection in those who attended 
the luncheon and (2) the explosive nature of the epi- 
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demic (see chart below). The egg salad served at the 
luncheon was incriminated on purely epidemiologic 
studies. Remnants of the salad available for bac- 
teriologic study did not yield streptococci. The 
means by which the egg salad became contaminated 
were not determined. 

The causative organism in this epidemic was Group 
A, type 25, beta hemolytic streptococcus—an organism 
known from other studies to be nephrotoxic. However, 
although the search for nephritic complications was 
limited, evidence was not found to support reports of 
the nephrotoxic potential of this streptococcal type. 


(Pub. Health Reports, 73:203, 1958.) 


Absorption of Vitamin B,. After Subtotal 
Gastrectomy 


SINCE THE STOMACH is the site for production of in- 
trinsic factor needed for absorption of vitamin By, it is 
not surprising that megaloblastic anemia is common in 
patients who survive total gastrectomy by several 
years. However, it appears that a very small remnant of 
stomach can produce enough intrinsic factor to insure 
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adequate vitamin Bi absorption. That fact was demon- 
strated by Loewenstein, using tests for absorption of 
cobalt-60-labeled vitamin By. in a series of patients who 
had undergone subtotal gastrectomy. The series in- 
cluded patients of two types—one in which the residual 
gastric mucosa was from the proximal part of the stom- 
ach and the other in which there was a distal remnant 
of stomach. Both types of gastric remnant produced 
enough intrinsic factor to maintain normal vitamin Bj2 
absorption, suggesting that the secretion of intrinsic 
factor takes place in a wide area of the stomach. (Blood, 
13:339, 1958.) 


Test of Kidney Function 


A STANDARD TEST for kidney function consists in meas- 
urement of urine specific gravity after a period of de- 
hydration. As this test is usually performed, the pa- 
tient does without liquids overnight, and the specific 
gravity of morning urine specimens is measured. As a 
rule, one of the morning specimens of a normal person 
will have a specific gravity of 1.022 or greater. When 
the specific gravity is less than that, suspicion of im- 
paired renal function is aroused, and other tests may 
then be employed. 

Meroneéy, Rubini and Blythe noted that the results 
of the specific gravity test for renal concentrating pow- 
er sometimes varied from time to time in the same per- 
son. It was their impression that such variation was 
observed more frequently in people who had been on 
special diets of one sort or other. Accordingly, the 
authors tested the effect of diet on the concentration 
test. In nine normal subjects, 36 concentration tests 
were performed using various diets as follows: (1) 
normal; (2) low salt, low protein; (3) high protein, low 
salt; (4) high salt, low protein. 

It was found that the highest concentrations were 
achieved following the diet high in protein. The in- 
crease over the concentration achieved by the same 
subjects on a diet low in protein was as much as 0.014 
specific gravity units. The authors concluded that 
specific gravity is an adequate index of concentrating 
ability if the antecedent diet is high in protein. (Ann. 
Int. Med., 48:562, 1958.) 


Measurement of Estrogen Excretion After 
Castration in Mammary Cancer 


Brock, VIAL AND PULLEN COMPARED the urinary estro- 
gen excretion following surgical castration with that 
following irradiation castration in patients with di- 
agnoses of advanced mammary cancer. Irradiation 
castration was accomplished by delivering a calculated 
tissue dose of 625 r to the ovaries. The dosage was 
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delivered through anterior and posterior fields of 1: 
by 14 cm. over a period of four to eight consecutiv: 
days. Operative castration was achieved by bilatera’ 
odphorectomy. 

Measurements of 24-hour urinary estrogen excretio: 
were made in each patient both before and after castra- 
tion. The method of determination consisted of bio- 
assay in spayed female rats. A positive response was 
indicated by cornification of vaginal epithelium and the 
results were reported in rat units (R.U.). One rat unit 
was equal to the response elicited from the injection of 
one mcg. of estrone. The technique of the test con- 
sisted of injection of 0.25 ml. of unknown urine ex- 
tract from the 24-hour specimen into two test animals 
for two successive days. Vaginal smears were taken on 
the fourth day. 

All animals employed in the test were standardized 
on test doses of known quantities of estrogenic mate- 
rial. Complete cornification was interpreted as being 
equal to 2.5 R.U. 

Eleven patients have been studied. All had far- 
advanced breast cancer. These patients were selected 
because of their premenopausal status, their high rate 
of urinary estrogen or the evidence of estrogen stimula- 
tion of the vaginal mucosa on Mack stain. 

The choice of the method of castration was made on 
a basis of clinical condition, convenience and personal 
preference of the attending physician. Seven patients 
were premenopausal, one was postmenopausal for five 
years and two had had hysterectomies for benign dis- 
ease. The average age was 44.6 years with a range of 
36 to 59. 

Results of the tests showed that after castration 
either by odphorectomy or by irradiation, there was an 
eventual reduction in estrogen excretion from precas- 
tration levels. In ten of the patients, the level fell to 2 
R.U. or less of estrogen excreted in 24 hours, a negli- 
gible quantity. Some patients were tested as long as 
120 days after castration and occasionally there was a 
rise in estrogen excretion. Analysis of the curve of es- 
trogen excretion after irradiation castration showed 
that a response occurred between 30 and 90 days after 
exposure, and that when the decline began, the fall 
was precipitous. When surgical castration was done 
there was an immediate fall in estrogen excretion with- 
in nine days of operation. 

The authors recognize that bio-assay is not an exact 
method of estrogen determination nor does a negative 
or low value imply total absence of estrogen excretion. 
A “negligible” amount does mean values as low as 2 
mEq. of estrone excreted per 24 hours. The experiment 
did not account for circulating estrogens which were 
not excreted in the urine. 

Castration by irradiation or by odphorectomy 1s 
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equally effective. The only difference is rapidity of 
onset varying from one week after surgical castration 
to two to four months after irradiation. There was no 
difference in the dosage of radiation to produce castra- 
tion between the premenopausal or “young ovaries” 
and those in the postmenopausal group. It is interest- 
ing that one patient five years after menopause showed 
a high rate of urinary estrogen excretion. After castra- 
tion the value fell to insignificant levels. (Surgery, 43: 
415, 1958.) 


Massive Postoperative Peptic Hemorrhage 


Gucurist AND De Peysrer studied nine patients who 
developed massive postoperative hemorrhage from the 
stomach or duodenum following operation on other 
organs. Seven of these patients had multiple duodenal 
or gastric ulcers. One patient had a single duodenal 
ulcer; this was the only patient with ulcer symptoms 
preoperatively. 

Four of these eight patients were treated conserva- 
tively, and all died. Another patient bled from multiple 
ulcers and died but had far-advanced widespread can- 
cer in addition. In the other three patients, an emer- 
gency gastric resection controlled hemorrhage, and the 
patients survived. 

The authors recommend early operation for severe 
postoperative, upper gastrointestinal bleeding. They 
believe that bleeding from esophageal varices need not 
be considered because exploration at recent operation 
has usually excluded the presence of these. (Ann. 
Surg., 147: 728, 1958.) 


Carcinoma of the Body and Tail of the Pancreas 


KiBLER AND BERNATz reviewed the experiences at the 
Mayo Clinic with 175 cases in which carcinoma of 
the body or tail of the pancreas had been disclosed 
at surgical operation. These comprised about 18 per 
cent of all malignant lesions of the pancreas, and al- 
most all of them (158 cases) were adenocarcinoma. 
Most of the authors’ remarks were concerned with 
this latter group. Most of the patients were in the 
fifth and sixth decades and there were more males 
than females (see diagram above right). 

Pain was the most common symptom—present as 
an initial complaint in 82 per cent and as a com- 
plaint sometime during the course of their illness 
in 94 per cent of the patients. The pain was usually 
located in the epigastrium, but other locations in the 
upper part of the abdomen or around the umbilicus 
were not infrequent. About half the patients noted 
that the pain extended to the back. Then there was 
a tendency for it to be aggravated by the reclining 
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tail of pancreas. 


Age and sex incidences in 158 cases of adenocarcinoma of body and 


position. About 40 per cent of the patients mentioned 
that the pain was much worse at night. Many of them 
had learned that some relief could be obtained by 
assuming an upright position or by bending forward 
with the knees and hips flexed. 

Pain in the absence of objective findings on physical 
examination or by laboratory methods (this being the 
usual status in such patients) was often mistakenly 
thought to be due to psychoneurosis. Other symptoms 
seemed equally nonspecific—anorexia, dyspepsia, nau- 
sea and vomiting, weight loss. Jaundice, phlebitis 
and other objective findings were late and invariably 
ominous. 

The authors summarized the facts about prognosis 
with a single word—“dismal.” All of the patients 
underwent operative exploration. An attempt at cura- 
tive surgery seemed practicable in only seven instances 
and was unsuccessful in all. 

An appeal was made for a high index of suspicion 
about the diagnosis of this disease in patients who 
have unexplained upper abdominal pain. However, 
the authors’ experience with cases in which such high 
index did lead to early exploration did not substantiate 
their appeal. It would appear that what is needed is 
some method of diagnosing this disease before it gives 
any symptoms at all. (Proc. Staff Meet., Mayo Clin., 
33:247, 1958.) 


Staphylococcal Pneumonia 


FisHER AND HIS ASSOCIATES analyzed the data on 21 
adults with staphylococcal pneumonia from the stand- 
point of clinical course and pathologic findings. 
There has been an increase in the prevalence of staphy- 
lococcal pneumonia in adults since 1950. This can be 
partly accounted for by infections that occur in patients 
after admission to the hospital for some unrelated 
serious malady. 

Fourteen of the authors’ patients died, an incidence 
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of 67 per cent. Eleven of the patients who died had 
serious debilitating diseases that played a predominant 
part in the outcome, although all deaths were directly 
due to the staphylococcal infection. 

The onset of the illness was abrupt in four and grad- 
ual in 17 cases. These findings stand in contrast to the 
usual symptoms in pneumococcal pneumonia in which 
the onset is nearly always abrupt. Another striking 
difference between staphylococcal pneumonia and 
pneumococcal pneumonia was the presence of hemop- 
tysis in six patients with the former disorder. Abscess 
formation and the development of thin-walled lung 
cysts was noted in 15 patients. Pleural changes were 
found in eight cases, progressing to empyema in four. 

Although in the past, staphylococcal pneumonia in 
adults has occurred infrequently except during epi- 
demics of influenza, in only two cases in the authors’ 
series was the staphylococcal pneumonia a secondary 
incident to influenza. Staphylococcal pneumonia de- 
veloped in the hospital in six cases in the present series. 
All of these infections occurred in patients hospitalized 
for a serious illness, and death due to the staphylo- 
coccal pneumonia invariably ensued. Prophylactic or 
antecedent antibiotic therapy did not prevent the de- 
velopment of staphylococcal pneumonia. 

This study also showed that death may follow staph- 
ylococcal pneumonia even in the absence of a serious 
underlying disease. In these patients the fulminating 
staphylococcal infection suggests that elaboration of 
one or more bacterial toxins may be responsible for the 
severe prostration and rapid termination. (New Eng- 


land J. Med., 258: 919, 1958.) 


Mechanisms of Endocrine Hyperfunction 


CLINICAL EVIDENCE of overproduction of a hormone by 
an endocrine gland suggests hyperplasia or tumefac- 
tion of the gland. A similar effect is produced when 
exogenous hormone is supplied in amounts larger than 
are needed—iatrogenic hyperfunction. Howard and 
Migeon postulate a third mechanism—failure of the 
mechanism whereby the hormone is normally de- 
stroyed, inactivated or excreted. They cite a case of 
classical Cushing’s syndrome as an example. 

The patient was a man who had formerly had evi- 
dences of acromegaly. Eventually this was superseded 
by classical features of panhypopituitarism. At that 
stage, methyl testosterone and cortisone were started 
in doses that were estimated to be what the patient 
would need strictly for replacement of the hypofunc- 
tion of his own glands. Two years later, there were 
striking signs of hyperadrenocorticism, laboratory in- 
dications of hepatic dysfunction, and evidence of hypo- 
thyroidism. Thyroid substance was added to the thera- 
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peutic regimen and gradually the manifestations o/ 
hyperadrenocorticism disappeared. 

The authors explained the strange sequence of 
events on the basis of a defect in the mechanism of dis- 
posal of adrenal corticoids—a defect that was favorably 
influenced by thyroid replacement therapy. They spec- 
ulated that such defects in hormonal physiology may 
account for some syndromes now called idiopathic. 
(Am. J. M. Sc., 235:387, 1958.) 


Steroid Eye Drops 


THE INJuDICIOUs use of eye drops containing steroids 
may result in loss of vision and even loss of the eyes, 
according to Tucker. Herpes simplex keratitis is an 
extremely important corneal disease. The herpes virus 
is insensitive to any of the presently available anti- 
biotics, and adrenal steroids have a detrimental effect 
on the progress of the disease. 

Without the aid of the slit lamp microscope, the 
diagnosis of herpes simplex keratitis can be missed. 
The irritated eye is diagnosed as conjunctivitis and 
commonly one of the antibiotic-steroid combinations 
is used. A week or two later the patient may have a 
deep stromal ulcer. Corneal necrosis and corneal per- 
foration may then occur. Fungus keratitis is another 
corneal disease which may follow the use of topical 
steroids on the eye. 

The author warns that physicians unskilled in oph- 
thalmic diagnosis should never employ eye drops con- 
taining steroids when the specific diagnosis is uncer- 


tain. (New England J. Med., 258: 946, 1958.) 


Antibiotic Therapy in Acne 


IN AN INTERESTING EDITORIAL, Robinson covers the 
current status of antibiotic therapy in acne. Acne 
vulgaris is by far the most prevalent of all skin diseases, 
constituting approximately 14 per cent of a purely 
dermatologic practice. Although the disease is basi- 
cally of endocrinologic origin, treatment by endo- 
crinologic means has not been very satisfactory. One 
must rely on three methods of treatment. The old 
established one uses topical applications of various 
forms of sulfur and resorcinol or combinations of 
both, diets avoiding acneogenic substances, and. 
methods to combat the pyogenic phases of the disease 
which is its most destructive feature. The only real 
advance in the treatment of acne is the use of anti- 
bacterial agents, mainly the antibiotics. 

In approximately 2,000 cases of the disease treated 
with tetracycline there were good to excellent results 
in about 83 per cent of all patients. There are also 
reports that it seems effective to a lesser degree in the 


GP Volume XVIli, Number 4 


papular phases. Why this should be so is not known. 
It certainly is not strictly on the basis of an antibiotic- 
bacterial equation. There is a possibility that other 
factors, immunologic and metabolic, may play their 
own supporting roles. There is, of course, sufficient 
evidence that antibiotics in even infinitely minute 
quantities are powerful stimulants of metabolism since 
they are used in feeds to increase the size of cattle 
and poultry. 

Although it is not known how antibiotics work to 
improve acne, it is important to know that they do, 
and very effectively. The choice of antibiotic depends 
on the sensitivity of the organism and the safety of 
the drug. Of the ones available, tetracycline seems to 
be the safest and one of the most effective. The dose 
of the drug varies with many investigators. Some are 
giving doses of 1 Gm. daily for many months, while 
others are cutting the dose to 250 mg. daily after 
initially giving larger amounts. 

It must be remembered that one cannot expect to 
cure acne, but it can be controlled until the regulatory 
forces of nature inevitably balance the endocrinologic 
system. In this management, there is no single 
modality that is as important as the antibiotics, and 
of these antimicrobial agents, one of the most efficient 
is tetracycline. (Antibiot. Med. ¢> Clin. Therapy, 5:293, 
1958.) 


Acid-Base Status of the Newborn 


RESPIRATORY FAILURE in the newborn has been thought 
to be due to anoxia. Properly defined, however, “‘as- 
phyxia” denotes hypercapnia as well as anoxia. Hypo- 
ventilation or asphyxia is known to produce first 
respiratory acidosis, followed by superimposed meta- 
bolic acidosis. James and his colleagues have investi- 
gated the onset of respiration in the newborn with 
reference to arterial oxygen saturation, carbon dioxide 
tension, blood pH and the total available buffer. 

These studies revealed varying degrees of asphyxia 
during all forms of delivery. One minute following 
delivery, each infant was evaluated on the basis of 
color, respiration, muscular tone, nasal irritability and 
heart rate. Th diagram at the right shows the chem- 
ical alterations noted in depressed infants compared 
with those found in vigorous infants. These blood 
samples were obtained from the umbilical artery. It is 
interesting that the highest umbilical artery oxygen 
saturation recorded in any infant was 51 per cent. 

It was found that an infant may make the initial 
respiratory gasps with no measurable oxygen in the 
arterial blood. Thus, anoxia as measured by arterial 
Oxygen saturation, correlates poorly with postnatal 
vigor. The more significant differences were found in 
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pH, carbon dioxide tension and buffer base. These 
variables gave a measure of the anoxic insult. A brief 
period of asphyxia caused respiratory acidosis with a 
raised carbon dioxide tension and little abnormality 
in buffer base (the pattern of vigorous infants in the 
diagram below). When asphyxia was prolonged, me- 
tabolic acidosis was indicated by a marked reduction 
in buffer base (depressed infants). 

The changes observed indicate that the infant’s 
response to asphyxia is the same as that seen in the 
adult. Many factors contribute to respiratory depres- 
sion in the newborn, one of the chief of which is in- 
halation anesthesia. The need for active ventilation 
and reoxygenation is stressed. (J. Pediat., 52:379, 
1958.) 


Survey of Acute Appendicitis 


Yap has reviewed the records of 104 males and 69 fe- 
males with a diagnosis of acute appendicitis operated 
upon at a general hospital in a five-year period. There 
was a wide age incidence; the average age was 37.7 
years. The average duration of symptoms before ad- 
mission to the hospital was 2.6 days. The temperature 
on admittance ranged from 98° to 104°F. Usually a 
temperature above 101°F. indicated the presence of 
complications. In all cases moderate to’ severe tender- 
ness in the right lower quadrant was present. Approx- 
imately 80 patients had muscle rigidity. 

The white blood cell count rose above 10,000 in 74 


Vigorous Infants 


Depressed Infants 
22 7.26 


Diagram illustrating the comparison of average chemical values 
in vigorous infants and depressed infants who were blue and 
limp and had failed to establish respirations by one minute. 
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per cent. The differential count revealed a shift to the 
left in almost all cases. Twelve per cent of the patients 
had white blood cells in the urine. 

The average time in the hospital before operation 
was 16 hours. The average hospital stay was about 
eight days. There were three deaths in this series, two 
from cardiac arrest and one from a fulminating peri- 
tonitis secondary to a perforated appendix. (Am. J. 
Surg., 95: 849, 1958.) 


Surgical Management of Mass Casualties 


THE INITIAL MANAGEMENT of the injured en masse is 
a surgical problem that entails the sorting of casualties 
to determine priority for treatment, evacuation and 
return to duty. It entails emergency treatment to save 
life and limb, definitive surgical treatment and post- 
operative management. 

Ziperman discusses the methods currently planned 
by the armed services to attempt to handle the large 
numbers of casualties that would result from thermo- 
nuclear warfare. These casualties will result from 
blast, nuclear radiation, burns and a combination 
of any or all of these. There will be a huge disparity 
between the numbers of casualties and the medical 
capabilities. The care must then be based on the 
proposition that the greatest good must be done for 
the largest number at the right time and in the right 
place. Sorting will then be the key to the management 
of large numbers of mass casualties, for it will be 
directed toward establishing criteria for return to 
duty, priority for treatment and priority for evacu- 
ation. 

The treatment categories in a mass casualty situa- 
tion will be: minimal treatment, immediate treatment, 
delayed treatment, expectant treatment. The treat- 
ment will be divided into first-aid and rescue, emer- 
gency medical and definite surgical. Short cuts will 
be necessary in all of these. 

The weight of the existing facilities after early 
sorting will be turned to the group requiring immedi- 
ate treatment for lifesaving and for the patients in 
whom immediate treatment offers a reasonable chance 
for salvage. Next, the emphasis will be to take care 
of those requiring delayed treatment; while the re- 
maining efforts will be to comfort the groups requiring 
minimal and expectant treatment. (Arch. Surg., 77:1, 
1958.) 


Surgical Treatment of Duodenal Ulcer 


LEWISOHN HAS TABULATED the changes in surgical 
treatment of chronic duodenal ulcer in the last 50 
years. Fifty years ago the only operation in use for 
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duodenal ulcer was the performance of a gastro- 
enterostomy using a Murphy button. Later, as sutur- 
ing techniques improved, a simple gastroenterostomy 
replaced the Murphy button for the treatment of this 
disease. Simple gastroenterostomy then remained the 
treatment of choice for chronic duodenal ulcers for 
20 years. 

Then surgeons began to realize that a simple gas- 
troenterostomy did not influence the hyperacidity co- 
existent with duodenal ulcer and that the gastric antruin 
and pylorus had to be removed in order to effect 
an anacidity. Following this development, gastric 
resection for duodenal ulcer began to become popular 
in the late 1920’s. The technique for this had been 
developed by Billroth in 1881, but had not been used 
in this country or elsewhere with any regularity for 
the treatment of duodenal ulcer. Today, the majority 
of chronic duodenal ulcers are surgically treated by 
some variation of a partial gastric resection. (Arch. 
Surg., 77:61, 1958.) 


Minute Gastrointestinal Bleeding 


Yoneniro and his coworkers point out that a very 
sensitive method for the detection of minute gastro- 
intestinal bleeding would provide a screening test for 
detection of ulcerated lesions not recognizable by cur- 
rently available diagnostic methods. 

These authors have devised such a technique that 
is considerably more sensitive than the guaiac test. 
It involves study of stool radioactivity following in- 
jection intravenously of radioactive iron. In normal 
experimental animals, stool excretion of radioactivity 
after 21 days is consistently low. When mucosal 
lesions are induced, the radioactivity in the stool is 
consistently higher than normal. This method was 
positive in 24 per cent more experiments than was the 
guaiac test. These authors are now investigating the 
clinical efficacy of this new test. (Proc. Soc. Exper. 
Biol. & Med., 98:339, 1958.) 


Urine Culture Technique 


Guze AND Begson demonstrated that the usual method 
of culturing urine in female patients is not entirely 
reliable. Thus, when a specimen of urine is drawn by 
catheter and inoculated into broth medium, there are 
two possible causes for false conclusions. First, al- 
though the urine itself may be sterile, bacteria may be 
picked up from the urethra. Second, even a few bac- 
teria may yield a luxuriant growth in a liquid medium, 
thereby giving a false impression as to the significance 
of the positive culture. 

To support these thoughts, the authors reported the 
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staph. aureus 


E. coli and 


Figure 1. In six of 13 cases, a “‘positive’’ culture was obtained from 
a catheter tip that had been introduced into the urethra under 
“sterile”? precautions. 


NEEDLE ASPIRATION SPECIMENS 


CATHETER SPEGIMENS 


Figure 2. Paired specimens of urine—one obtained by needle 
aspiration of the bladder and the other by catherization—indicated 
that catherization itself may account for “positive’’ urine cultures. 


results of investigations made in a group of patients 
undergoing gynecologic surgery. Using standard meth- 
ods for “sterile” catheterization in 13 women, the 
tip of the catheter was inserted into the urethra, then 
withdrawn and swirled in sterile saline solution that 
was subsequently cultured in a broth medium. In six 
instances a positive culture was obtained—Esch. coli 
in four, Esch. coli and Staphylococcus aureus in one, 
and Aerobacter aerogenes in one. This result demon- 
strated that the urethra itself may indeed be a source 
for “positive” urine cultures when the catheterization 
technique is used (Figure 1 above). 

Next, in a group of women undergoing laparotomy, 
two specimens of urine were obtained for culture—the 
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first by aspiration through the bladder wall with a 
syringe and needle, the second by “sterile” catheteri- 
zation shortly afterward. In eight of 12 women, both 
samples of urine gave no growth. In the remaining 
four, however, although urine aspirated from the blad- 
der was sterile, that obtained by catheterization a few 
minutes later contained Esch. coli in three and Pseudo- 
monas aeruginosa in one (Figure 2 above). These results 
clearly indicated that introduction of a catheter into 
the bladder may indeed cause bacterial contamination 
of urine. Aside from creating diagnostic confusion, it 
appears that catheterization sometimes imposes the 
hazard of introducing infection into the bladder. (New . 
England J. Med., 255 :474, 1956.) 
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Recurrent Salivary Mixed Tumors 


Most series of mixed tumors of the salivary gland 
show that from one in three to one in five of these 
tumors recur after the initial surgery. Can this recur- 
rence rate be lessened, and can the recurrent tumors 
be sucessfully removed? Keim believes that recurrent 
tumors can be successfully removed, and presents a 
series of ten patients with recurrent mixed tumors of 
the salivary gland that had further surgery, and in 
none of these patients has there been any further 
recurrence. 

The longest follow-up period of any of these pa- 
tients is ten years, the shortest follow-up, one year, 
and six patients have been followed for more than 
four and a half years. 

In the operations on the parotid and submaxillary 
salivary glands, general anesthesia has been used 
(thiopental sodium supplemented by nitrous oxide 
and oxygen with an endotracheal tube in place). An 
aspiration biopsy, has yielded accurate information as 
to the character of the tumor. The removal of recur- 
rent tumors of the submaxillary gland has not proved 
to be particularly difficult because of the old scar, and 
it has been easy to preserve the lingual and hypo- 
glossal nerves in these cases. However, in operating 
on recurrent tumors of the parotid gland, the intimate 
association of the facial nerve with the tumor and the 
parotid gland has made this dissection difficult. Keim 
has found that it is easier in these cases to identify 

-the main trunk of the facial nerve near the stylo- 
mastoid foramen and then follow the branches from 
the main trunk distally, rather than trying to identify 
the nerve branches peripherally and tracing them 
proximally to the main trunk. At the completion of 
the removal of the gland, in all wounds copious saline 
washes are used to wash out any residual tumor cells. 
If a total removal of salivary tissue is achieved, the 
recurrence rate should be markedly lessened. (Cancer, 
2:696, 1958.) 


The Chvostek Sign 


Tue Chvostek sign consists of the rapid contraction of 
the facial muscles supplied by the seventh cranial 
nerve, elicited on tapping the nerve itself or one of its 
branches. This sign is believed to be due to mechanical 
stimulation of the motor fibers in the facial nerve when 
the percussion point is in front of the auditory meatus. 
This sign has been reported as positive in many un- 
related diseases—tetany in the newborn, hypopara- 
thyroidism, alkalosis, rickets, diphtheria, measles, 
_scarlet fever, whooping cough, tonsillar diseases, 
typhoid fever. joint neuralgia and tuberculosis. The 
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common denominator of these diseases is a lowere:! 
serum calcium level, of the ionized portion especially . 
However, this is not consistent. Conversely, the 
Chvostek sign is not always present even in hypopara- 
thyroidism, where extremely low levels of ionize«| 
serum calcium are present. 

Hoffman has tested for a Chvostek sign in 736 pa- 
tients in whom there was no reason to suspect any 
disease or a lowered serum calcium. This was done in 
a repeatable fashion by light percussion about one 
centimeter below the zygomatic process of the temporal 
bone anterior to the ear. He found that in slightly 
more than 20 per cent of normal patients, this test was 
positive. Many of these patients had serum calcium 
determinations, and all of these patients showed the 
serum calcium levels in the normal range. (Am. J. 
Surg., 96:33, 1958.) 


Obesity and Hypertension 


THE INCIDENCE of hypertension is significantly greater 
among obese than among similar nonobese people. 
Moreover, when a weight-reducing regimen is started, 
the blood pressure tends to come down in obese hyper- 
tensives. Some students of the problem have ascribed 
this phenomenon directly to the caloric deficit. Dahl, 
Silver and Christie, however, have provided plausible 
support for the thought that the blood pressure lower- 
ing effect of the weight-reducing regimen is due to the 
fact that the regimen also entails a considerable restric- 
tion of salt intake. (New England J. Med., 258:1186, 
1958.) 


Treatment of Stasis Ulcer 


CHRONIC STASIS ULCER of the leg is thought to be due 
mainly to excessively high venous pressure in the veins 
at the region of the ulcer—the high pressure in turn 
being due to varicosities in which the venous valves 
are incompetent. Often the ulcer is close to a cluster 
or group of such incompetent veins. At times the in- 
competent venous pathways are not apparent on physi- 
cal examination. They can be hidden by edema, obesity, 
or thickening and ulceration of the skin. Under these 
circumstances, attempts to treat the ulcer by surgical 
obliteration of the incompetent venous channels may 
fail, simply because the responsible channels are not 
discovered and obliterated. 

In order to circumvent such failures, Friedman, 
Henken and Frank employ venography. They have 
found that this technique serves to visualize incom- 
petent veins that otherwise would be hidden. Oblitera- 
tive surgery is then more complete and accurate. (ew 
England J. Med., 258:1164, 1958.) — 
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Proving Ground 


(World Congress on Microbiology, Stockholm, August 9.) 
Tue SaBin live-virus polio vaccine has been tested upon 
1,200 children in Leningrad with complete safety and 
“brilliant results.” Permission is being sought to test 
it upon 100,000 volunteers. If the Sabin vaccine were 
employed widely or universally, “polio could be eradi- 
cated from the earth in a couple of years. I am sure the 
Sabin vaccine will wipe out polio like smallpox was 
wiped out, because there will be no more virus.” 
—Pror. ANaTout SMoropintsEv, Head of the Institute of 
Experimental Medicine, Leningrad. 


InflUenza Vaccine 


(Ibid, August 10.) Szverat million persons received a 
new Soviet influenza vaccine, made from living virus, 
which is sprayed into the nose. During last year’s 
epidemic, their incidence of influenza was five to six 
times below that of untreated persons. — Pror. Vicror 
ZHADANOV, Deputy Minister of Public Health, U.S.S.R. 


Assembly Line 


(Ibid, August 8.) AN ASSEMBLY line plant for continuous 
fermentation and production of antibiotics now is work- 
ing successfully and promises to increase production 
of antibiotic plants by 500 per cent. One advantage 
appears to be a more uniform product. The pilot plant 
yield so far promises future development of “industrial 
processes for continuous mammalian cell production 
and metabolic, hormonal or viral by-products that 
may be obtained from such a source.” —Dr. Pump 
Gernarpt, University of Michigan Medical School. 


Fear of Radiation 


(World Medical Association, Copenhagen, August 16.) 
“The word ‘strontium-90’ has been used to frighten 
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people rather than to enlighten them.” Sufficient fall- 
out of strontium-90 might produce harmful effects, but 
**scientific data shows that populations are exposed to 
natural radiations considerably greater than the fall-out 
dosages.” The strontium-90 dosage to new bone in 
children is “‘at present about the same as the additional 
dosage of radiation which a resident at sea level would 
receive from cosmic rays if he moved from a beach to 
the top of a hill a few hundred feet high.” — Dr. Louts 
M. Orr, Orlando, Fla. 


Disease Invasions 


(Ibid, August 16.) By vinTuE of modern transportation 
facilities, “‘the seeds of potential illness or death can 
now be spread throughout the world in but a few hours, 
or at most, days.” And while the western world is en- 
gaged in combating cancer, arteriosclerosis and the 
aging process itself, ‘‘schistosomiasis is rampant else- 
where, the tsetse fly continues to transmit its deadly 
disease, cholera can still occur in raging outbreaks, and 
any one of a hundred diseases that ‘aren’t supposed to’ 
can appear on our doorstep at any time.” This is part 
of the challenge for a worldwide attack upon disease 
and suffering. —Dr. Joun Henperson, Medical Direc- 
tor, Johnson ¢7 Johnson, New Jersey. 


A Soviet Interview 


(In Moscow, August, 1958.) Statistics on disease in- 
cidence in the U.S.S.R. are difficult to come by, and 
you may well get conflicting views from different 
sources. For example, one cancer authority credits 
only a small influence for cigarette smoking in the 
etiology of lung cancer. Agreement appears no more 
solid on this point than among some physicians in the 
United States. Dr. Ivan Strelchuk, assistant director of 
the Institute of Higher Nervous Activity, says that 
‘people who smoke and drink age faster, but I don’t 
know by just how much. My studies indicate that 
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cigars are especially bad. Smokers are ten times more 
likely to get cancer of the lung than nonsmokers.” 
Dr. Strelchuk, an authority on alcoholism and drug 
addiction, has recently been interested in causes of 
premature aging. He believes that over consumption 
of fatty foods, “including butter and caviar,” plays a 
significant role in hypercholesterolemia and athero- 
sclerosis. 


Thirst Mechanism 


(U. S. Public Health Service Announcement, Bethesda, 
Md., July 6.) A strain of mice, obtained for arthritis 
research, turns out to be drinkers that drink them- 
selves to death on water. Both sexes drink inordinately, 
and it is the males who perish from it. But they can 
survive very well without water—they just like to drink 
if given the opportunity. The characteristic may be 
caused by some genetically controlled thirst mecha- 
nism peculiar to this strain, known as the STR/N 
strain. Genetic experiments indicate the drinking 
characteristic is a recessive trait. 


Color Therapy 


(Veterans Administration Announcement, Washington, 
D. C., June 26.) Coton THERAPY may become an im- 
portant and useful addition in treating anxiety states, 
depression, hypertension and nervous tension. Re- 
sults from an 18-month study indicate that blue may 
act as a relaxant and tranquilizer for anxious, tense 
persons, while red tends to disturb them. Blood pres- 
sure, respiration rate, number of eyeblinks and muscle 
tension were significantly lower during blue rather 
than red illumination. Blue colors also brought sig- 
nificantly less arousal of the brain as measured by 
electroencephalograms. The studies were conducted 
on normal persons, and future research is being ex- 
panded to patients, including those in mental hospitals. 
—Dr. Rosert Gerarp, clinical psychologist, Veterans 
Administration Center, Los Angeles. 


Tuberculin Test 


(U. S. Public Health Service Announcement, Washing- 
ton, D. C., June 26.) Tue Public Health Service, the 
Office of Education and the Children’s Bureau have 
recommended that state and local authorities consider 
replacing compulsory x-ray programs with the tuber- 
culin skin test as the initial means of detecting tuber- 
culosis among students and school employees, where 
experience has shown a low incidence of cases. Chest 


x-rays then could be limited to those whose skin tests 
were positive. This is in line with an earlier Public 
Health Service recommendation that x-ray surveys be 
conducted on a selective rather than mass or com- 
munity-wide basis. 


Physicians’ Portrait 


(Health Information Foundation Announcement, June 
13.) Topay’s average family doctor is a well-established 
physician in his forties who treats about 26 patients 
daily, and spends more than eight hours daily on 
home and office calls, according to a Health Informa- 
tion Foundation survey made in cooperation with the 
University of Chicago’s National Opinion Research 
Center. The survey is based on interviews with some 
2,400 persons and with almost 500 physicians whom 
these persons named as their family doctors. Some 
major findings: Most physicians were relatively young 
men, with the largest group—more than one-third— 
in their forties, and one-fourth being under 40. The 
average physician spent about six hours a day on 
office calls, and another two on house calls. Only one 
in 14 made no house calls. Four out of five were 
generally available for night and Sunday emergency 
calls. Seven out of eight were affiliated with one or 
more hospitals, and more than half of all the doctors 
performed some free work in hospitals. Most patients 
“reported a very good opinion of the abilities of their 
family physicians, reflecting a confidence that is 
certainly related to success in patient care.” —GEORGE 
Bucsee, Foundation President. 


Atomic Medicine 


(Atoms-for-Peace Conference, Geneva, September 2.) 
Ioping-128, a short-lived isotope with a half-life of 
only 25 minutes, is expected to become generally 
available and may be the ideal diagnostic tool to reveal 
information on thyroid function quickly, and then 
disappear from the metabolic pool. Iodine-131, now in 
routine use, has a half-life of eight days. Todine-128 
“would substantially reduce exposures in thyroid 
uptake and other diagnostic studies.” And for the 
future, it is quite possible physicians one day will be 
able to use radioactive pills containing radiocarbon or 
tritium for detailed metabolic diagnosis. They would 
be labeled with carbon or tritium at such low concen- 
trations that the radiation dose would be extremely 
low, but nonetheless they could be most revealing of 
an individual’s biochemical health.—Dr. Wuarp F. 
Lipsy, Chicago, U.S. Atomic Energy Commission. 
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BCG Vaccination 


Q. What is the basis of the usual reluctance to use BCG 
vaccine in the United States? Although tuberculosis 
is not a reportable disease in France, its incidence is 
known to be high. Certain American military per- 
sonnel who have enrolled their preschool children in 
French nursery schools have asked why their children 
cannot be afforded the same immunization protection 
possessed by their French classmates. 


A. Reluctance to use BCG vaccine in the United 
States has its original basis in fear and skepticism. 
The incidence of local and systemic reactions to vac- 
cination was considered too great to justify the use of 
a substance whose prophylactic efficacy was dubious 
if the statistical evidence was critically evaluated. The 
clement of fear is no longer present, and BCG vaccina- 
tion is recognized to be no more dangerous than other 
vaccination procedures used freely in this country. It 
appears to be generally agreed that the most carefully 
constructed studies of BCG effectiveness indicate a 
definite but variable degree of protection against tuber- 
culosis. 

At the present time, reluctance of American medi- 
cine to use BCG vaccine is based largely on the low 
incidence of tuberculosis in the United States, a defi- 
nite drop within the past year in the number of new 
cases per annum, and the loss of the tuberculin reaction 
as a screening test after the successful use of BCG. The 
present inordinate concern about irradiation exposure 
from routine roentgenograms of the chest is likely to 
reinforce this latter objection. 

It has been the recommendation of the American 
Trudeau Society, the Advisory Committee on BCG to 
the Surgeon General of the US Public Health Service 
and the Medical Advisory Committee of Research 
Foundation (J.A.M.A., June 29, 1957, Vol. 164, No. 9) 
that BCG vaccination be practiced among high risk 
groups of individuals or communities. In such areas 
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the tuberculin test is of little value and BCG vaccina- 
tion has the most to offer. If the rate of tuberculin con- 
version among the preschool children of the American 
military personnel concerned is high, they would fall 
into the group for which BCG immunization is recom- 
mended. I am not familiar with military regulations, but’ 
I would suspect that these children could be vaccinated 
by local French physicians if the children were taken 
to their offices. 


Barbiturates in Obstetrics 


Q. My question concerns the use of pentobarbital sodium 
(Nembutal) in obstetrics. I should like to know the 
indications, contraindwations, dangers and limita- 
tions. What effect may be expected in the baby? How 
do morbidity and mortality compare with other 
methods ? 


A. After fifteen years’ experience with the use of bar- 
biturates and scopolamine in obstetrics, F. C. Irving 
(Boston) came to the following conclusions: 

1. Indications. Barbiturates are useful for relief of 
pain and anxiety during labor. With barbiturates and 
scopolamine, 85 per cent of the patients had excellent 
amnesia, whereas with meperidine (Demerol) and 
scopolamine, the amnesia was satisfactory in only 70 
per cent of the patients. 

2. Contraindications and Dangers. Patients in labor 
who have eaten recently or who have respiratory in- 
fection should not be given barbiturates. If they 
vomit during labor, they are more likely to aspirate 
the vomitus. Those with respiratory infections seem 
prone to develop edema of the lungs. In 14,676 ad- 
ministrations of barbiturates, pentobarbital sodium 
caused 1.75 times as many respiratory accidents as did 
secobarbital or amobarbital alone or combined. Bar- 
biturates are more likely than meperidine to provoke 
excitement. An idiosyncrasy to barbiturates is another 
contraindication. 
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3. Effect on Infants. In this respect, when general 
anesthesia was used in combination with barbiturates, 
62 per cent of babies breathed immediately, whereas 
with meperidine and general anesthesia, immediate 
breathing occurred in 82 per cent of the babies. Sco- 
polamine was used in both series. 

For a comparison of methods, see Principles and 
Practice of Obstetrics (Greenhill-DeLee). 


Antibacterial Drugs 


Q. Please classify the following antibacterial drugs as to 
bactericidal or bacteriostatic properties in the usual 
therapeutic doses: erythromycin; sulfonamides; poly- 
myxin; carbomycin; penicillin; tetracyclines; bacitra- 
cin; oleandomycin; neomycin; streptomycin; chloram- 
phenicol; novobiocin; tyrothricin; and nitrofurans. 


A. All of the drugs mentioned are both bacteriostatic 
and bactericidal depending upon the concentration 
which is in contact with the microdrganism. However, 
the group represented by penicillin, bacitracin, neomy- 
cin and streptomycin are bactericidal at only a slightly 
greater concentration than the bacteriostatic concen- 
tration, and these drugs are therefore called primarily 
bactericidal. 

It is difficult to determine, however, which drug is 
bactericidal at the “usual therapeutic doses” because 
we do not know what the concentration of the drug is 
where it is in contact with the infecting organism. It is, 
therefore, much better to use empirical methods to de- 
termine whether a certain dose of the drug is effective 
in a certain type of infection as a result of treating a 
number of cases. Using this method we are sure that 
penicillin, streptomycin, the tetracyclines and chloram- 
phenicol are quite effective, and the other drugs less 
so, partly because of the small margin between the 
therapeutic dose and the toxic dose in some cases, and 
partly because of the nature of the infections that are 
usually treated by them in other cases. 


Use of Diathermy 


Q. Regarding the possibility of cataracts being caused by 
the use of diathermy—how much diathermy can 
safely be used on the frontal sinuses (example: 30 per 
cent power at two inches for ten to 15 minutes—how 
often) ? The director used covers the entire orbit and 
sinuses. Is this safe? 


A. There is no danger of the production of cataracts 
in the use of diathermy in the dosages listed above. 
Other considerations are of much greater importance. 

The only safe guide to dosage is the patient’s toler- 
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ance to heat since there is no accurate method of «s- 
tablishing the amount of energy absorbed. The possi- 
bility of burns which may be severe and slow to heai is 
never absent. The use of diathermy should be predi- 
cated upon an accurate diagnosis and a clear under- 
standing of its physiologic effect. It is contraindicated 
in acute processes associated with fever and wherever 
there is local congestion and edema. Diathermy in- 
creases pain and discomfort in the presence of inflam- 
matory swelling. It should never be used when malig- 
nancy is suspected or proved. 

While the frontal and maxillary sinuses respond to 
diathermy by the analgesic and decongestive effect and 
abortive power, the more easily applied forms of radiant 
heat are equally effective. Spread of infection and seri- 
ous obstruction of essential drainage tracts may ensue 
from the indiscriminate use of diathermy. 


Growth Hormone 


Q. A short time ago I read about a growth hormone used 
on people who have failed to mature in stature. Can 
you tell me who produces this hormone or how I can 
obtain a supply of it to use on one of my patients? 


A. Unfortunately, the newly described effective human 
growth hormone is not available as yet for clinical 
usage. The very limited supply is utilized for research. 


Restoration of Speech 


Q. One of my patients has had an excision of the trachea 
and has inquired if there is any device that he can 
use to speak for him. I remember reading of such a 
device but I can not find the reference. I will appreci- 
ate any help you can give me. 


A. It is very difficult for me to answer your question 
unless I have the specific diagnosis. If your patient 
had his larynx removed there are two methods by 
which he may have speech. 

1. Your patient can obtain satisfactory esophageal 
speech following a laryngectomy by contacting a well- 
qualified speech teacher. Esophageal speech is the 
preferred method for obtaining speech. 

2. He may use a mechanical device called an artifi- 
cial larynx made by Western Electric Company. If you 
will contact your local telephone company they will 
procure one from the Western Electric Company. 

If your patient has merely had a tracheostomy for a 
bilateral recurrent nerve paralysis, then he may obtain 
a two-way Tucker Valve Tracheotomy Tube which 
can be ordered from any one of the various instrument 
makers in this country. 
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Congress recently raised social security benefits 
approximately 7 per cent. At the same time, it took no 
action on the Forand compulsory health insurance bill. 
During hearings on social security proposals, 

Mr. E. J. Faulkner addressed the House Ways 

and Means Committee. Mr. Faulkner represented 

the Health Insurance Association of America, a group 
of 264 companies in the voluntary health insurance field. 
GP believes that Mr. Faulkner’s testimony 

will be of interest to all readers.—PUBLISHER 


THE FOLLOWING STATEMENT is directed to the hospital, 
medical, nursing home and dental care proposals of 
HR 9467 and similar pending bills including benefits 
for health care. The health care benefits proposed by 
HR 9467 would pay for up to 120 days per year of 
hospital and/or nursing home care and surgical serv- 
ices, including oral surgery, for those who are cur- 
tently eligible to receive OASDI benefits and their 
dependents, whether or not they are actually receiving 
such benefits. 

We are opposed to the enactment of HR 9467 and 
similar measures for the following principal reasons: 

1. The benefits proposed constitute a radical de- 
parture from the established concepts of the social 
security system, a departure that would seriously 
jeopardize the system. 

2. The proposal fails to alleviate the only real prob- 
lem, that of the presently aged who either are indigent 
or who can become so when confronted with unex- 
pected health care costs. ; 

3. The proposal would levy a heavy, new and unnec- 
essary tax on our already overburdened taxpayers. 

4. The American system of voluntary health insur- 
ance is rapidly providing nearly every element of our 
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MORE SOCIAL SECURITY BENEFITS? 


Special Features 


society, including the aged, with the means of meeting 
necessary health care costs and should not be hampered 
or destroyed. 

As originally conceived and as maintained despite 
extensive amendments, the purpose of the Social Se- 
curity Act is to pay basic retirement benefits in cash 
to supply a floor of protection for our senior citizens 
without depriving them of the sense of -personal re- 
sponsibility upon which human dignity depends. The 
act seeks to provide encouragement to supplement 
OASDI payments by individual thrift and to contri- 
bute to national productivity because of reasonable 
work incentives. The OASDI recipient has never yet 
been deprived of his right to determine freely and for 
himself how to spend his social security benefit. 

In violation of this concept, the health care pro- 
visions of HR 9467 are a radical and dangerous de- 
parture. They postulate that the social security system 
be used to supply services rather than cash income for 
OASDI recipients and their dependents. This would 
be accomplished by direct payment for covered health 
care services, not to the OASDI beneficiary, but to the 
provider of such services. This change in the role of 
social security raises important and serious questions. 


A Blow to Individual Responsibility 


First, do we no longer believe that the individual is 
capable of budgeting his income or allocating his re- 
sources to meet the several necessities of life, including 
payment for health care or insurance to provide for it? 

Second, if we feel that the OASDI recipient is in- 
competent in the health care field, would we not also 
be justified in concluding that he is deficient in his 
ability to budget for food, clothing and shelter and 
that the social security system should do this for him? 
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Voluntary insurers have not opposed payment of 
floor-of-protection cash retirement benefits by the so- 
cial security system. Such payments have helped 
preserve rather than vitiate the freedom, independence 
and responsibility of the individual for managing his 
own affairs. HR 9467, if adopted, would be an irrevo- 
cable first step in the destruction of these individual 
liberties and would subvert a sound, fundamental 
concept of social security. 

Since evidence is lacking that any American, aged 
or otherwise, who has needed and actually sought 
health care has been denied it, we must conclude that 
the intended purpose of HR 9467 and similar bills is 
to ease the problem of those senior citizens who can- 
not pay for needed health care services, at least not 
without great difficulty. While available information 
precludes precise segregation of these people, it is 
reasonable to assume that the majority of Americans 
over age 65 are not included among them. Many 
people age 65 or older are receiving in addition to or 
independent of OASDI benefits, pensions from pre- 
vious employment, income from investments, from 
annuities and from individual or group life and health 
insurance policies. Many have accumulated savings, 
own their homes free of mortgage, or have other 
assets. Recent studies of the Social Security Adminis- 
tration show that an estimated 28 per cent of persons 
age 65 or older have income from employment. 


Bills Would Not Solve Problem 


From these facts it is obvious that a substantial 
number of our senior citizens have some means from 
which to meet health care costs. On the other hand, 
we know from Social Security Administration data 
that there will be approximately 5.4 million men over 
age 65, and women over age 62, who will not be covered 
by or eligible to receive OASDI benefits as of January, 
1959, this being generally one-third of all aged per- 
sons. It is doubtless some part of this group who are 
the aged men and women who experience the greatest 
difficulty in paying health care costs. Yet HR 9467 and 
similar proposals would do nothing to ease their bur- 
den. These bills do not go to the heart of the real 
problem. They fail to define or to reach those in 
greatest need. Rather than the proposed measures, 
therefore, we urge Congress to consider favorably 
further and more adequate federal financial participa- 
tion for the benefit of the aged in the “vendor pay- 
ments for medical care” program. This program, 
because it is restricted to persons qualifying for public 
assistance, will define and reach those aged who have 
the real health care costs problem. It has the advantage 
and economy of matching state and federal funds and 
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of local administration on a needs and means test 
basis. As would not be the case with an additional 
permanent and constantly more expensive program, 
improvement of medical vendor payments for the aged 
indigent can be flexible, subject to contraction and 
elimination as the proportion of aged people with 
health care cost problems diminishes over the years 
because of the expansion and perfection of voluntary 
insurance. 

Not only does HR 9467 miss the mark, as just sug- 
gested, but its proposals fail to recognize that much 
expense, often and erroneously considered a part of 
the health care costs of the aged, is in reality simply 
living expense. For example, the housing commissioner 
of the state of New York recently pointed out that in- 
sufficient housing for the aged is keeping many older 
people confined to hospitals even though they do not 
need constant medical care. He estimates that 20 per 
cent of hospital confinement of older people could be 
eliminated if adequate housing were available for them. 
Other committees of the Congress have before them 
proposals to correct this type of problem. Many in- 
formed people today believe that much can be done 
to reduce the health care costs of the aged by devel- 
oping sufficient but less expensive facilities and tech- 
niques for their treatment. Wider use of ambulatory or 
self-service hospital care and better use of trained 
practical nurses both in and out of the hospital would 
result in substantial savings. Enactment of HR 9467 
would discourage sorely needed experimentation and 
development to cut the costs of health care now being 
studied and undertaken by government agencies, pro- 
fessional groups and private institutions. 


Estimates Cost of Proposals 


As a supplement to this statement, I am filing de- 


* tailed actuarial estimates of the costs of the health care 


benefits proposed by HR 9467. This is submitted in 
behalf of the Health Insurance Association of America, 
the American Life Convention and the Life Insurance 
Association of America. I will only summarize the 
estimates here. 

Assuming an effective date of January 1, 1959 for 
commencement of payments, we estimate the first-year 
cost of the proposed hospital benefits would be 
$1,370,300,000; surgical benefits, $228,371,000; and 
nursing home care, $513,929,000; for a total of 
$2,112,600,000. Using these first-year costs as a base, 
our actuaries have projected the costs for future years. 
For hospital benefits, their conservative estimate is a 
4 per cent increase each year, 1960 to 1964 inclusive; 
3 per cent per year, 1965 to 1969 inclusive; 2 per cent 
per year, 1970 to 1974 inclusive; and 1 per cent per 
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year, 1975 to 1979 inclusive. Surgical costs are esti- 
mated to increase 2 per cent per year for ten years. 
Nursing home care costs are calculated to triple in the 
next decade. All of these estimates exclude any future 
increase in the general cost of living which would be 
a further addition to the expense of these benefits. 

The level premium cost of the health care benefits of 
HR 9467 amounts to 3.025 per cent of taxable payroll. 
This cost is many times greater than the 1 per cent of 
taxable payroll increase in social security taxes pro- 
posed by the bill to provide these benefits and all other 
benefits of the bill. Obviously, were the bill enacted, 
the initial tax increase would have to be larger than 
the bill provides. The level premium cost of presently 
provided Social Security benefits is 8.25 per cent of 
taxable payroll. Cost of HR 9467 health care benefits 
would push the total necessary payroll tax expressed 
on a level premium basis to 11.275 per cent, a 37 per 
cent increase. And this would be but a beginning, 
because there would be continuing proposals for ex- 
tension of health care benefits culminating probably 
in an all-inclusive compulsory health insurance system. 
This could easily mean that the American worker 
and his employer would be taxed to the extent of 20 
per cent of payroll for social security benefits. Such 
a tax load could well grind down our wage earners and 
crush the American private enterprise economy. 


Costs Would Skyrocket 


Let us not be blind to the experience of others. Al- 
though not entirely analogous to what is here pro- 
posed, the history of the Provincial Hospital Plan in 
Saskatchewan is ample justification for estimates that 
the cost of health care benefits of HR 9467 will be 
very high. Saskatchewan has had a compulsory hospi- 
tal insurance plan since January 1, 1947. After one 
year of operation it was discovered that original fore- 
casts of cost were about 50 per cent too low. Those 
costs have continued to grow and in 1957 accounted 
for 23 per cent of the total net general expenditure of 
the Saskatchewan provincial government. It is notable 
that all health and social welfare expenses including 
hospital care amounted in that year to 41 per cent 
of the total net general expense of the province. 
Because there is an absolute limit to the amount of 
taxes that government can extract from its citizens, it 
18 patent that the high cost of such social benefit 
schemes can be met, if at all, only at the expense of 
adequate provision for defense, education, highway 


construction and scores of other needed public serv- 
Ices, 


A major reason why any compulsory health care 
scheme develops cost substantially greater than volun- 


GP October 1958 


tary systems is over-utilization of the benefits and 
facilities provided. The average number of days of 
hospitalization per capita is twice as great in Sas- 
katchewan as in the United States because under their 
compulsory scheme people go to the hospital about 
twice as often and stay there longer. Great Britain has 
had an equally deplorable experience with its National 
Health Plan, as is evidenced by the shocking difference 
between the original estimate of ultimate cost of 
130 million pounds per year and the current such 
estimate which is 690 million pounds per year. These 
costs have skyrocketed even though original benefits 
have been curtailed, some charges to patients have 
been instituted and no funds have been available for 
hospital construction. Thus, even though our con- 
servative actuarial estimate of the costs of HR 9467 
is many times greater than its proponents claim, it is 
probable that this estimate understates the seemingly 
inevitable impact of progressively greater over-utiliza- 
tion and expansion of benefits implicit in any com- 
pulsory health care plan. We believe that it is not 
morally defensible for this generation, seeking to ease 
a temporary problem, to saddle a crushing tax on our 
children who must pay tomorrow’s taxes. 

It is unnecessary for Congress thus to mortgage the 
future of Americans as a free people. The problems of 
financing health care costs are being solved by private 
enterprise. Less than 20 years ago voluntary health 
insurance was relatively unknown to most Americans. 
Today, according to the Health Insurance Council, 
123 million people in the United States have some 
form of health insurance. Last year voluntary health 
insurers paid $4.2 billion in benefits. This insur- 
ance is written in many forms and by various types of 
insurers. These include insurance companies, service 
plans like Blue Cross and Blue Shield, group medical 
practice plans operating on a prepayment basis, plans 
that are self-administered by employers, labor unions, 
fraternal societies and rural health cooperatives. 
Coverage is provided on an individual, family, associa- 
tion and group basis. Each type of insurer has its 
distinctive approach, providing the buyer of insurance 
the opportunity to choose the kind of plan best suited 
to his needs and ability to buy. Keen competition 
among insurers has spurred experimentation to devise 
new and better benefits. Competition has made volun- 
tary insurers responsive to changing needs, which is 
important when protecting against so volatile a hazard 
as that of health care costs. We of the voluntary health 
insurance business are proud that our institutions are 
making so considerable a contribution to the public 
good. We are confident that we can continue to im- 
prove the coverage of our insurance and extend it to 
even greater numbers of people. 
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Much Attention Given to Aged 


But what has been done and what are we doing to 
provide health insurance for our senior citizens? In 
the relatively few years since their special problems 
became of concern, outstanding progress has been 
made in meeting their health insurance needs. Experi- 
ence with their risk is accumulating daily. Competi- 
tion has sparked the development of many methods 
for extending insurance to older people. Some of these 
approaches were unheard of even five years ago. The 
seven principal methods are: 

1. Continuation of insurance on older active workers 
under group insurance plans. 

2. Continuation of group insurance on workers who 
retire and their dependents. 

3. Continuation on an individual policy basis of 
coverage originally provided by group insurance, this 
being accomplished by conversion of the group cover- 
age on termination of employment or membership in 
the insured group. 

4. New issuance of group insurance on such groups 
of older people as associations of retired persons or 
employees, retired teachers and civil servants and 
Golden Age clubs. 

5. Continuation into the later years of individual 
insurance purchased at the younger ages. 

6. New issuance of individual insurance at advanced 
ages. 

7. Issuance of insurance that becomes paid up at 
age 65, thus enabling the policyholder to pay for his 
protection during his productive years. 

In addition to these approaches of insurance com- 
panies, other types of health insurers are making 
valuable contributions to the extension of health in- 
surance protection to aged people. 


Insured Proportion Grows 


The number of older people having some form of 
health insurance today is not precisely known. Esti- 
mates derived from many studies based on different 
samples vary, but all confirm that excellent progress 
is being made. We believe that at least 40 per cent of 
persons over 65 now have some health insurance cov- 
erage, although a study in Michigan indicated the 
insured proportion of the aged in that state to be 86 
per cent. Since about 18 per cent of the aged are public 
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welfare recipients under the federally-aided public 
assistance program and, as such, eligible to receive 
health care; since some do not need or want hea!th 
insurance, and others are institutionalized or receive 
care from the Veterans Administration or local public 
or private agencies, the already achieved expansion of 
health insurance to so large a proportion of the aged 
population in just a few years’ time is a remarkable 
accomplishment. Today’s aged did not know the 
value of voluntary health insurance in their younger 
years, but their children know it and accept it as sound 
and necessary. This generation will see to it that their 
voluntary health insurance protection is maintained in 
their years beyond retirement. Thus, with respect to 
the future aged, the proportion insured will continue 
to grow and the uninsured problem-aged will continue 
to decline. 

A system so vital, progressive and widespread as 
voluntary health insurance should not be impaired or 
destroyed. Already the mainstay of the vast majority 
of Americans for meeting health care costs, its poten- 
tial for solving the remaining problems of financing 
health care is very great. However, as Mr. Miller ex- 
plained in his statement, the voluntary system and a 
compulsory health scheme cannot coexist. Nor can 
one be superimposed on the other. If people are com- 
pelled to pay taxes to support a government health 
care program, as proposed in HR 9467, our uniquely 
successful and advantageous system of voluntary 
health insurance will be supplanted by an inflexible, 
cumbersome, expensive and inferior system of state 
medicine and compulsory health insurance. 

We are firmly and completely opposed to HR 9467 
and similar bills proposing socialization of the provi- 
sion and financing of health care because (1) such 
measures if enacted would impair if not destroy the 
present social security system; (2) they would fail to 
alleviate the only real problem, that of the presently 
aged who require assistance to meet their health care 
costs; (3) such proposals would impose new, uncer- 
tain, growing and crushing burdens on an already 
heavily taxed citizenry; and (4) such measures are 
unnecessary because voluntary health insurance has 
the capacity to provide the aged as well as other seg- 
ments of our population with a sound and economical 
means of paying health care expenses. In the best 
interests of the American people, we stand opposed to 
these proposals. 
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‘““THE DOCTOR AND THE LAW’’ 


GP is privileged to publish a series of ten articles 

on the basic business problems affecting the practice 
of medicine today. Ten authorities discussed 

these problems at a recent Washington, D. C. forum 
sponsored by the Medical Council 

of the Washington Metropolitan Area 

and the Wm. S. Merrell Company. 

This is the sixth in the series. 


PART 1 


Planning Your Tax Program 


BERNARD D. HIRSCH, LL.B. 


Peruaps the most flagrant inequity in the whole federal 
income tax system is the unfair burden that it places 
upon taxpayers whose primary income is derived from 
their own personal services. High tax rates are softened 
in many respects for the businessman. Tax experts 
have been able to devise many ingenious ways in which 
the businessman may reduce his business income, for 
example, the capital gains device. But with the physi- 
cian, it’s an entirely different story. He’s even chal- 
lenged by the Internal Revenue Service when he de- 
ducts $200 for expenses in taking a refresher course. 


Doctor Is at Disadvantage 


In the matter of pension trusts and profit-sharing 
trusts, the business executive also has a glaring ad- 
vantage over the self-employed physician. Practically 
every businessman of any consequence is in a position 
to incorporate his business if he sees fit. Even though 
the business executive may own all of the corporate 
stock of his company, his legal status is that of an 
employee when he draws a salary from his company. 
Section 401-A of the 1954 Internal Revenue Code pro- 
vides for the qualification of pension and profit-sharing 
trusts. Under such trusts, the employer’s contributions 
are immediately deductible as expenses to the com- 
pany. However, the amounts paid by the employer to 
the trust on behalf of the employees do not constitute 
income to the employee until the retirement years, 
when the contributions are returned or paid’ to the 
employee as a form of benefits. And when the contribu- 
tions are eventually paid out to the employees, there 
are generous tax rules which apply. To illustrate, 
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assume this typical case. Sam Smith is in the investment 
business. His business is incorporated and he has 
several employees. It is in reality a one-man business 
because Sam and his wife own all of the stock in the 
company. However, Sam draws a salary from the cor- 
poration and technically he is an employee. Sam has 
the corporation establish a pension or a profit-sharing 
plan. Under this plan, the corporation contributed 15 
per cent of the payroll, or an amount equal to 15 per 
cent of the payroll, to a profit-sharing trust. Since Sam 
is technically an employee of the company, he will 
benefit from the pension or profit-sharing trust in the 
same manner as the other employees of the corpora- 
tion. It can readily be seen that through this device a 
substantial portion of the contributions made by cor- 
porations or employers on behalf of their employees 
is really money that might otherwise go to the govern- 
ment in the form of income taxes. 


Trust Funds Not Taxed 


The tax advantages of 
the pension trust and the 
profit-sharing trust don’t 
stop at this point. As 
funds are accumulated in 
the trust, they are invested 
and the tax law does not 


Bernard D. Hirsch, tax accountant for 
the American Medical Association, 
Chicago, pointed out ways in which 
physicians could gain some tax ad- 
vantages. 
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require taxes to be paid on the income from such 
trusts, provided, of course, that the trusts are initially 
qualified and that they meet certain basic require- 
ments of the law. 

Physicians practicing solo or as members of a part- 
nership may establish a tax-deferred pension plan for 
their employees, but as employers they are themselves 
ineligible to participate in such plans. Solo proprietors 
and members of partnerships in nonprofessional occu- 
pations can readily change their individual status by 
incorporation and becoming employees of the corpora- 
tion. Even though they may be controlling stockholders 
or corporate officers, they may participate in a qualified 
pension plan along with other employees. In a few 
states where doctors may incorporate, it is a simpler 
matter for such doctors to organize a corporation and 
derive pension benefits the same as other employees. 
But by and large, doctors are prohibited under state 
law from incorporating. 

In order to acquire status as employees, some physi- 
cians who previously practiced in medical partnerships 
have organized themselves into unincorporated associ- 
ations. The affairs of the unincorporated association 
are conducted like that of a corporation, with a board 
of governors or a board of managers, and the physicians 
draw salaries, pay social security taxes, and consider 
themselves employees of the unincorporated associa- 
tion. The Internal Revenue Code clearly states that 
unincorporated associations, or groups that have the 
characteristics of a corporation, shall be considered 
corporations for income tax purposes. Although a 
group may be considered a corporation for income tax 
purposes, this does not necessarily apply under state 
law. A particular group may be considered a partner- 
ship or a limited partnership under the laws of the 
states, but for income tax purposes it may be regarded 
as a corporation. 


Kintner Case Becomes Classic 


This brings to mind the now-famous Kintner case. 
Dr. Kintner and his group were interested in obtaining 
the benefits of a tax-deferred pension plan. As a 
partnership, they were themselves employers and not 
employees. Under Montana law, they were ineligible 
for incorporation. In order to obtain employee status, 
it was necessary for them to seek some device, either 
as a corporation, which was barred to them, or as an 
unincorporated association taxable as a corporation. 
In order to obtain employee status under Section 
401-A of the Code, Dr. Kintner and his group decided 
to organize an unincorporated association for the 
practice of medicine. These are the facts of the case. 
For many years, Dr. Kintner practiced medicine with 


168 


seven other physicians under the firm name of West«rn 
Montana Clinic. They dissolved their partnership in 
1948 and executed articles of association with the in- 
tention of establishing an unincorporated association 
for the practice of medicine, taxable as a corporation. 
As an unincorporated association, they continued 
their medical practice, retaining the name Western 
Montana Clinic. 

As far as the public was concerned, there appareitly 
was no change in the manner in which they conducted 
their practice. The eight physicians in the group be- 
came members of the association. They were employed 
by the association on a salary basis. Social security 
taxes were deducted and paid, and, as individuals, 
they received no fees. All fees were payable to the 
clinic. The physicians’ office hours and vacations were 
determined by the association. It also controlled their 
time and could discharge both physicians and other 
employees. 

Management of the Western Montana Clinic was 
centralized in a board of managers constituted similarly 
to a corporation’s board of directors. Practice of 
medicine by the association according to its articles 
of association was unaffected by any turnover in the 
physicians it employed. 

A pension plan was established for the employees 
of the association, which gave the physicians credit 
for their prior service as partners. In 1948 the asso- 
ciation contributed $967 to the pension plan for Dr. 
Kintner’s account. The Commissioner of Internal 
Revenue attempted to tax this amount to Dr. Kintner 
personally, as income. However, in October, 1954, 
the United States Court of Appeals for the Ninth 
Circuit held that the association was taxable as a 
corporation and that its pension trust was qualified 
as an exempt employees’ pension trust, even though 
Dr. Kintner and the other physicians were included 
as participants. Consequently, the pension con- 
tributions were a deductible expense for the associa- 
tion although not taxable to the employee beneficiaries 
until the benefits would be distributed. The Court of 
Appeals further held that the physicians were entitled 
to credits for their period of employment as members 
of a prior partnership. 

The Commissioner of Internal Revenue did not 
appeal the case to the United States Supreme Court, 
but he nevertheless took the position that he would 
not accept the Kintner case as a precedent in the 
disposition of similar cases. However, he changed his 
mind, and on October 10, 1957, agreed to apply the 
usual tests “in determining whether a particular 
organization of doctors or other professional groups 
has more of the criteria of a corporation than 4 
partnership.” 
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Prior Service Ruling Expected 


At the same time, in making this reversal of policy, 
the Internal Revenue Service was silent as to that part 
of the Kintner decision which granted physician 
employees of the association credit for their prior 
service as partners. The service has promised to issue 
a detailed revenue ruling setting forth the criteria 
which will be used in determining whether an un- 
incorporated group or association should be taxed as 
a corporation. It is my guess that when the ruling is 
issued it will correspond closely to the Kintner 
decision, with this exception. The Internal Revenue 
Bureau has good basis in my opinion for refusing 
to give credit to the prior service of the partners as a 
period of employment. It is doubtful whether this 
portion of the Kintner case will be accepted. 

The law appears to be settled now that an unin- 
corporated association or other group that is organized 
and operated along the lines of a corporation will 
be treated as a corporation for income tax purposes. 
For the physician, the unincorporated association 
provides two important advantages. There is, as 
we have discussed, the mechanism whereby medical 
fees can be used on a tax-deferred basis to provide 
generous retirement and death benefits. 

The unincorporated association that is taxed as a 
corporation can be used in another profitable way. 
Assume you have a group of physicians who are in a 
fairly high tax bracket, say 50 or 60 per cent. They 
would like to accumulate funds for building and equip- 
ping a medical clinic. Accordingly, they organize an 
unincorporated association that follows the pattern of a 
corporation. Instead of drawing out all of the profits 
from the association they draw lesser salaries, which 
allows the association to accumulate profits. As indi- 
viduals, a reduction in their own income automatically 
places them in a lower tax bracket. With respect to the 
funds that are accumulated in the association, tax is 
paid at the 30 per cent corporate tax rate instead of 
the higher personal tax rates. In this way, money that 
ordinarily might go for payment of income taxes may 
be accumulated in an unincorporated association for 
the purchase of equipment or other property, or for the 
establishment of cash reserves. 

A corporation (and for income tax purposes, an asso- 
ciation is the same as a corporation) is permitted to 
accumulate earned surplus for possible expansion or 
legitimate business reasons. If a corporation allows 
surplus to accumulate beyond the reasonable business 
needs it may be subject to a penalty tax. However, 
accumulations of $60,000 or less are not considered 
beyond the reasonable needs of a corporation, but be- 
yond that amount a satisfactory business purpose 
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must be shown. Accumulation of funds for the con- 
struction of a clinic should constitute a satisfactory 
business purpose. 


Should Re-examine Operations 


Thus far we have been discussing the Kintner case 
and the unincorporated association in terms of possible 
tax savings. There is also another side of the coin that 
should be examined. An unincorporated association or 
other organization that has the characteristics of a 
corporation does not have the option to elect whether 
it will be taxed as a corporation or considered a part- 
nership for tax purposes. If it meets more of the criteria 
of a corporation than a partnership in the eyes of the 
Internal Revenue Service, the organization may find 
itself subject to corporate tax under disadvantageous 
circumstances and may be unprepared for the eventu- 
ality. Some of the large medical clinics around the 
country with numerous partners should re-examine 
their organizations, their operations, and their tax 
practices in the light of the Kintner case and the 
revenue ruling which was issued in pursuance of this 
case. They should re-examine their operations and see 
whether or not they will be considered corporations. 

Some of you may be wondering why tax laws cannot 


The Internal Revenue Code provides that unincorporated associations, 
or groups that have the characteristics of a corporation, shall be con- 
sidered corporations for income tax purposes. Therefore, some physi- 
cians who previously practiced in medical partnerships have organized 
themselves into unincorporated associations. Business affairs for 


these groups are conducted by a board of managers or board of 
governors. 
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be amended to permit physicians to practice medicine 
through a corporation. Admittedly, it does seem ob- 
noxious to many of us and, of course, to many doctors 
that physicians should be required to use a round- 
about method to obtain the tax advantages of a cor- 
poration. As a matter of fact, two states, Connecticut 
and Oklahoma, have statutes which permit physicians 


ing in Philadelphia, the House of Delegates of tiie 
American Medical Association clarified its position 1 <- 
garding the ethical propriety of group practice. A reso- 
lution was adopted by the House of Delegates which 
not only recognizes the propriety of group medical 
practice through unincorporated associations; bui I 
believe that the resolution also recognized the propricty 


to incorporate. 


Any discussion of group or corporate medical prac- 
tice immediately raises. the question of the ethical pro- 
priety of such practice. At its December 5, 1957 meet- 


of corporate medical practice as well, where corporate 
medical practice is permitted by state law and where it 
exists under the exclusive ownership and management 
of physicians. 


Can You Trust 
Your Doctor’s 
Judgment? 


WHAT OTHERS ARE SAYING... 


WHERE SHOULD You TURN for expert medical advice if someone close to you is stricken with 
a serious or somewhat uncommon illness? Of course, you may feel the family doctor can 
handle Johnny’s broken collar bone and Mother’s appendectomy. But can you trust his 
judgment that those recurrent headaches aren’t a symptom of brain tumor? Should your 
child have an operation to repair damaged heart valves? 

A generation or two ago you would have traveled across the country to go to one of a 
few famous clinics or outstanding surgeons to get the answer to such life-and-death questions. 

Indeed, it is one of the medical tragedies of our time that some people still do just that, 
spending every cent they have to see some distant doctor who, they hear is the “best.” 

This is a tragedy because today your family doctor is equal to the “best” of 50 years ago. 
He has drugs, techniques and training to perform medical miracles the giants of those days 
never visualized. 

We’re inclined to forget the great strides made in medicine since 1900. Pneumonia then 
was often fatal; tuberculosis, the white plague, was the chief cause of death, and it was a rare 
mother who did not lose one infant to disease. 

Medical therapy of that era was typified in the famous picture of the conscientious phy- 
sician at the bedside, grieving as life ebbed away from a young patient. The doctor in that 
scene may have had two years of medical school training after he finished high school. Today’s 
doctor learns the basic sciences in undergraduate college. Then, if he can meet strict stand- 
ards, he is accepted for four more years in one of the 82 approved medical schools. Here 
one studies the human body—its structure, its organs, how they function together and what 
can go wrong with them. 

Next in an internship he works in turn in all the departments of a hospital especially chosen 
to train young doctors. For a year or two, under the guidance of experienced instructors, he 
treats patients, getting the practical and human experience that is so necessary when estab- 
lishing his own practice. 

While most physicians today choose to become general practitioners—"‘family doctors” 
—some with a special interest decide to become specialists: oculists or pediatricians, for ex- 
ample. This requires several more years of training, working in the particular field of their 
interest. Nor does your doctor’s education end when he sets up his own practice. In the last 
decade there has been a widespread, enthusiastic drive to bring recent news and techniques 
to every physician, no matter how busy or remote. 

He is encouraged to attend graduate courses and hear lectures by medical authorities. The 
local, state and national groups help him to keep up to date. Medical schools and associations 
of specialists carry on regular refresher programs. Journals keep him informed of the current 
research being carried on in every field. 

That long and expensive education is the reason you can trust your most vital illness 
problems to your family doctor, both in diagnosing illness and in treating it. Of course, you 
should ask for a consultation if you have any doubts, but you'll usually find that a physician 
will be the first to refer the exceptional case to one of the great medical centers now flourishing 


in every section of the country.—Edward L. Bortz, M.D., This Week Magazine, December 8, 1957. 
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DOCTOR AND THE LAW’’ 


GP ts privileged to publish a series of ten articles 

on the basic business problems affecting the practice 
of medicine today. Ten authorities discussed 

these problems at a recent Washington, D. C. forum 
sponsored by The Medical Council 

of the Washington Metropolitan Area 

and The Wm. S. Merrell Company. 

This is the seventh in the series. 


PARTI 


Planning Your Tax Program 


ROBERT B. MURPHY, LL.B. 


PHYSICIANS PROBABLY REPRESENT the most heavily taxed 
segment of an overtaxed population. It has been esti- 
mated that not less than 40 per cent—two dollars out 
of five—of your collective gross income goes back in 
direct or indirect taxes. 

The national tax level is a little more than 35 
per cent for all income levels, and yours, reported 
almost universally on a cash basis, is undoubtedly a 
higher figure. Some authorities would place the phy- 
sician’s tax closer to 50 than to 40 per cent. 

That is due primarily to the federal income tax law. 
The Internal Revenue Bill of 1954 was an enormous 
project, requiring about 850 pages. It was the most 
substantial tax revision in 80 years. It created or modi- 
fied some 3,000 sections of the federal statutes. Some 
1,400 amendments were offered to it, and when they 
got all through I think I could say safely, although the 
Treasury might not, that nobody was quite certain 
what had passed. 

One intimation of this tax maze comes from a so- 
called Correction Bill, in which some 700 sections 
are to be offered, so it would appear that there is a 
litle uncertainty here and there in our country’s 
hewest tax legislation. 

The Act itself covers about 1,000 pages. The regula- 
tions, which are supposed to tell you something about 
what the act means, cover another 1,000 pages. Add to 
that thousands of rulings, memoranda, office decisions 
of the Treasury under various names, bulletins, in- 
structions of one sort or another, then the casés of the 
federal court system, and finally those of the old Board 
of Tax Appeals, and now the Tax Court, which is not 
4 court but sounds like one. 
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Chooses Two Topics 


In view of this welter of material, I have limited my- 
self to two topics or to aspects of them. 

The first is the implication for the practitioner of 
group practice, even if it be so simple as a partnership 
with one other physician. The second is the ownership 
of the things you use in practice, your office space, the 
land and perhaps even your equipment. 

The habitat of group practice in this country on any 


_ extended basis, taking more commonly the name of 


clinic in the larger groups, is my own Midwest. It was 
natural that partnerships, typically somewhat smaller 
than clinics, should also develop among practitioners 
in that area. I have therefore had a substantial amount 
of laboratory experience in that field. 

The importance of a partnership agreement is well 
expressed in the following statement of a recent au- 
thority : 

**There is perhaps no tax 
area where care in execu- 
ing new agreements, and a 
continuing and thorough 
review of old ones, is so 
important as in the field of 
partnerships. This is due 
to the many changes in the 
Internal Revenue Code of 


The tax implications of group prac- 
tice and of the ownership of the 
things used in practice were dis- 
cussed by Robert B. Murphy, legal 
counsel for the Wisconsin State 
Medical Society. 
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1954. This amendatory process has rendered obsolete 
many of the principles firmly imbedded in the old law. 
An awareness of the practical effects of these changes 
is the first and most important step that the draftsman 
or planner must take in his approach to a professional 
partnership agreement.” 

The importance of tax planning is further empha- 
sized in another statement: “Partners can largely con- 
trol the tax consequences of their actions by adequate 
agreements. Lacking any such understandings, they 
leave themselves at the mercy of the tax collector.” 
And that is something which it’s as needless to do as 
it is costly. 


Must Learn Tax Characteristics 
A medical partnership, I suppose, could be defined 


as one composed of two or more persons licensed to 
practice medicine— it must not include any nonmedical 
people on ethical as well as medical grounds—who 
have united their efforts in one or more respects: fiscal, 
sharing of space, equipment, etc. Such a partnership 
usually has the following tax characteristic: Capital is 
not a substantial income-producing factor. That has 
become less true as more men have developed more 
comprehensive facilities in their offices, such as x-ray 
departments, and as they have built their own clinics. 
But in the pure practice side of a practicing partner- 
ship, the old statement is essentially accurate. Its mem- 
bers are to date disqualified, as medical men, from self- 
employment tax. 


You are the only segment left of the self-employed 


section of the work force that does not pay a social 
security tax. Also, a medical partnership may not 
safely constitute itself an association that is taxable 
as a corporation until the Kintner rules are better 
developed by the Treasury. 

The professional partnership has, ordinarily, in ad- 
dition to its tax characteristics, these other legal or 
legal and economic characteristics. They are formed 
and operate under the Uniform Partnership Law which 
I believe is in force in every state in the country. The 
members are typically calendar-year partners, unless 
they have special permission (obtained before August, 
1954) to have a fiscal year different from the calendar 
year. Such permission, however, is no longer likely to 
be granted. 

The professional partnership cannot, under state 
law (except in a very few states) incorporate, nor can it 
operate ordinarily as a limited partnership. That ap- 
plies primarily to the viewpoint of liability. Public pol- 
icy would be opposed to your having limited liability 
as a practicing physician, because full liability goes with 
professional responsibility even at the risk that there 
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will be miscarriages of justice. A person who isn’t going 
to take responsibility in the proper places is gradually 
withdrawing himself from the truly professional aspect 
of practice. You must stand behind what you do and 
what you direct and behind the course of action which 
you have planned. And finally, partnership members 
ordinarily make provision for retirement, dissolution, 
expulsion, military service, economic effects of disalil- 
ity, loss or suspension of a license to practice, admis- 
sion of new partners and similar matters. There’s a 
great deal, in other words, that goes into these agree- 
ments. 


Many Things in Such Agreements 


Among the check list points which should be empha- 
sized (and it’s really little more than a continuation of 
these characteristics of a professional partnership), are 
those listed below. Some of these points at first may 
not impress you as tax points, but they all involve 
one or more tax facets. 

First, does your association contain the elements of 
a true partnership, at least the joining together in a 
common professional interest or enterprise to practice 
together, consult together and share space and equip- 
ment? A second characteristic is the contribution of 
property to the partnership. Contribution doesn’t mean 
a giving but rather the putting up of cash or its equiv- 


Members of a medical partnership can largely control the tax conse 
quences of their actions. They can do this by careful execution of 
new agreements and by a continuing and thorough review of old 
ones. Without such understandings, they are at the mercy of the tox 
collectors. 
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alent in the case of a library or equipment. A third 
partnership requirement is the sharing of profits or 
losses in agreed proportions. If those basic elements are 
lacking, the Internal Revenue Service will look over the 
agreement and say it is not a partnership. 

An important point in a physicians’ partnership ar- 
rangement is contributed property, which means capi- 
tal or other property. One partner may have a library, 
x-ray equipment and surgical instruments and tables 
and furnishings worth $10,000. If the other partner 
wants to come in on an even basis, he will have to put 
up $10,000 cash. Those are both known as contributed 
interests, capital interests. I cannot overemphasize the 
importance of the basis at which the contributed prop- 
erty in kind is established on the partnership books. It 
makes a tremendous difference at a later date whether 
you sell what you have to a newly-formed partnership 
before it’s organized, whether you contribute it at the 
time of organization, or whether you sell it to the part- 
nership afterwards. It makes a difference whether it’s 
accounts receivable which are known as “intangibles” 
in the law, or whether it’s equipment or furnishings 
which are “‘tangibles.”’ In these matters you need com- 
petent guidance on what you do and when, just as truly 
as if you were charting a complex course of medical 
treatment or a rather specialized piece of surgery. 

The undivided interests in the contributed property 
become important because it is possible that partners 
may go in on one basis and share on another. They 
may have special contract arrangements for deprecia- 
tion and for sharing in the sale of those assets which 
differ from those contributed. You can get into some 
very bad and needless tax messes when those points 
are not spelled out. What has happened under the 1954 
Code is that for the first time critical gaps in the part- 
nership law have been filled, and those provisions apply 
unless you provide otherwise in your agreement. The 
Code is rather sporting. It gives you a chance to im- 
prove your situation if you have that foresight. But if 
you don’t have that foresight, you can be quite certain 
that the phrasing and the formulas tend to be in favor 
of Uncle Sam. 


Distribution Should Be Reviewed 


The distributive shares of the net income are, of 
course, important and need reanalysis or reclassifica- 
tion from time to time. They are based on such factors 
a8 seniority, whether a man is a specialist or a general 
practitioner, whether it is demonstrable that he at- 
tracts a disproportionate share of the practice, and 
whether it is relatively demonstrable or at least agreed 
upon that he is relatively more productive on his work- 
days than another partner. Then, of course, you find 
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the situation today, which is particularly popular with 
the younger men, of wanting to share even from the be- 
ginning, and that happens to be human nature. I 
would guess there would be a little less egalitarianism 
in those gentlemen in another 20 years, but they’re 
pleased with the concept immediately. 

You sometimes have a partner who, for financial 
reasons or others, perhaps poor health, does not feel 
warranted in a capital venture in a partnership, and 
that’s ail right. He can come in under an agreement 
under which he renders services only, and has no capi- 
tal risk except the risk of net loss. Such a loss is al- 
most inconceivable however, unless a majority of the 
partners are sick a long time. But it’s possible for a 
partner to render services only and be a legitimate full 
partner to the extent that you permit it. This will or- 
dinarily depend on his finances, health or age. 

Since 1954 it has been possible to pay partners sal- 
aries. Before that time we always had to put the word 
“salary” in quotation marks because the law did not 
acknowledge the possibility of paying salaries to part- 
ners. Those were only drawings. They were advanced 
estimates of their share of net income. You might un- 
derdraw or overdraw by the end of the year, and that’s 
always a thrill either way. But today it’s possible to pay 
a predetermined salary and to use that asa base. It can 
cover the living costs for all of you, for example, and at 
the end of the year you subtract first the expenses paid 
third parties, for instance, the rent, nurses, equipment 
charges, maintenance and supplies. You take off 
agreed salaries, and finally if there is a net left, split 
that in agreed percentages. That’s a sort of incentive 
pay, the cream, so to say, at the end of the year. 

Increasingly, I find a tendency to pay interest on 
capital where the members of the partnership do not 
pay in equal proportions. If one man has 66 per cent of 
the investment, he’s certainly entitled to something as 
against the other partners who together have only a 
third. This practice is being encouraged by accoun- 
tants and lawyers. However, many physicians are very 
loath to do it. They say, “Why, I can’t charge interest 
to my partner.” Nevertheless, you’re entitled to rent 
for your money and you could put it out to rent if you 
didn’t have it in that particular firm or equipment. So 
it’s quite realistic, in case you care to do it. 


New Development Has Advantages 


One other development had no specific sanction in 
the law until 1954: the legitimacy of payments to a re- 
tired or a deceased partner, on a basis under which 
those payments are deductible from the gross income 
of the continuing firm. If those were post-taxed dollars, 
they’d be mighty costly dollars. If they are pretaxed 
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In forming a partnership, you will need expert guidance in establish- 
ing contributed property on the partnership books. Your method of 
contributing capital interests can make a tremendous tax difference, 
at a later date. 


dollars, deductible for federal income tax purposes, 
they become quite attractive. You can do very much 
better by a retiring or a deceased partner’s estate if you 
can deduct pretax dollars from the remaining dollars 
than if you were buying out his capital interest only 
and got no allowance for it; in other words, if you were 
buying it out of what was left after you’d paid all your 
expenses and your taxes. Now that’s a very significant 
development, and one that many physicans don’t 
know about or that they are loath to use when they do 
know about it. It’s absolutely foolish for the surviving 
partners to pay an extra dollar needlessly out of post- 
tax dollars. It’s equally foolish of the retiring or de- 
ceased partner not to make an equitable arrangement 
with his fellows by which he gets all that he equitably 
can, particularly since he has to pay on these dollars 
at ordinary income rates although they are entirely 
deductible in the hands of his surviving partners or 
the partners who remain active. That’s a very attrac- 
tive arrangement. The retired partner or his heirs can 
ordinarily afford to pay those taxes because they get 
enough more dollars to make it worth while. This 
makes it worth while for both sides, a balanced result. 


Important Points Often Ignored 


Still other points often sloughed over in a partner- 
ship agreement are its termination or dissolution pro- 
visions. Those are unpleasant. They involve the 
thought of incapacity and ill-health or death, so they 
are just left in a corner. Then the law will take over 
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and bring you to a very unkind result, sometimes tix- 
ing you two years’ income in one and otherwise mzk- 
ing the experience rather shocking in a number of 
respects. There’s no reason in the world for not pro- 
viding for that on terms which minimize taxes. 

The special March 1 edition of The Journal of the 
American Medical Association contains a fine summary 
of the federal income tax law from the standpoint of 
physicians. It will pay you to read it several times. It 
will sensitize you for your conference with your at- 
torney and your accountant. Taxes are probably two 
to three times as big as any other single expenditure 
you make. So you can very well afford to go at least 
through the primer stages of learning about them. 


Can Reap Another Tax Benefit 


A closely associated problem is the separate owner- 
ship and leasing of real estate and equipment. There is 
no legal or financial requirement that a group of 
physicians practicing together also own their equip- 
ment or the plant in which they operate. They may 
but need not. If they do own them, they are under 
some tax disadvantages because they can deduct only 
the elements of pure rent such as insurance, taxes and 
maintenance. They can’t deduct a profit tax because 
you can’t make a profit on yourselves. But if you move 
over one step, to a realty holding company, a separate 
partnership containing the same people or your wives, 
or to an unincorporated association you may then 
lease from that organization and realize a handsome 
profit. And you may do that. Of course, you need ob- 
jective advice on it. You need experts to tell you what 
the limits of that high rent figure may be. It gives a 
continuity which is not possible where property is 
thrown in with other partnership matters. It also pro- 
vides a substantial supplementary income in your 
years of retirement, which in many cases is in effect for 
your wife or children after you have gone. It can go on 
until your interest is sold so that it’s a very substantial 
consideration. A good many physicians are doing this 
in the Midwest. 

You may have reasons of personal preference, or of 
your particular factual setup which bring you to one or 
the other of these conclusions. You have at least three 
options, and that’s rather generous in Uncle Sam’s tax 
structure. There are certain disadvantages in having 
an extra entity to deal with, a little more housekeeping, 
one more income tax return to make but those are far 
offset by the advantages. 

Considerations such as these should leave the physi- 
cian somewhat more sensitized to the necessity of in- 
cluding in his busy life some planning on the socio- 
economic and legal aspects of practice today. 
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J. HENRY SMITH 


This article points up the fact that health in- 
surance cannot succeed without the coopera- 
tion of the medical profession. The author is 
president of the Health Insurance Association 
of America and is underwriting vice presi- 
dent of the Equitable Life Assurance Society. 


herent in medicine. 


clients and the medical profession. 


basic to this cooperation. 
The success of any kind of insurance depends on 


tions of the risk involved in the contingency covered. 
For example, in life insurance, we have to know about 
how many people, out of a given group with certain 
characteristics, are going to die. Fire insurance in- 
volves the rate of burning in combination with the 
average cost of replacement. 

For health insurance, several elements must be con- 
sidered, some of them on the indeterminate side. These 
elements may be catalogued as follows: 

1. The definition of the contingency to be covered. 
_ 2. The frequency with which the contingency occurs 
in the insured group. 

3. The benefits to be provided when the contingency 
does occur. 

4. Amount needed for taxes, for expenses in selling 
and operating the insurance, and for a safety margin. 

The contingency to be covered sounds simple, but in 
health insurance, it is usually a complex problem in 
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The ‘Achilles Heel’ of Health Insurance 


INSURANCE MEN believe that health insurance is a valua- 
ble social mechanism, that it can contribute to the good 
of all by smoothing out costs over the whole insured 
population and by improving the credit problem in- 


On the other hand, insurance must be understood. 
Everyone concerned must realize that insurance is not 
amoney-generator. It can do nothing more than redis- 
tribute costs, and it cannot do even that without making 
a service charge which in effect adds an expense ele- 
ment to the total medical bill. Therefore, insurance 
cannot succeed unless it can achieve cpoperation among 


Understanding of the actuarial problems involved is 


reasonably accurate, or at least conservative, predic- 


definition. Ill health is a spectrum ranging from the 
imaginary to the vital. Actuaries must determine what 
part of that spectrum the health policy will cover— 
whether a single cause like poliomyelitis or a whole 
range of causes. They must decide what services will 
be covered—including those of the doctor, nurse, hos- 
pital, druggist, diagnostician and laboratory techni- 
cian. Today the trend in policies is toward compre- 
hensiveness. But exactly how is the scope of this policy 
to be defined so that there can be some precision in its 
administration as well as in the estimates that the 
actuary must make? 


Definition Becomes Complex 


Over the years, the insurance industry has learned 
how to handle the definition of certain simple con- 
tingencies for insurance purposes. But the problems 
of definition become uncertain and complex when 
health insurance broadens out toward comprehensive 
medical care. For instance, in trying to find the price 
of a policy covering only the fairly simple event of 
confinement to a hospital—what do we mean by 
hospital? Would this include the nursing or conva- 
lescent homes—places for the chronically ill—the 
office of the doctor who keeps a patient overnight 
when he removes tonsils—the mental institutions— 
or the long list of municipal, county, state and 
federal institutions, including veterans’ facilities where 
care is often free? 

Having arrived at a good working definition of 
**hospitalization,” the actuaries next have to determine 
the frequency to be expected. Fortunately today there 
is a mass of statistics based on past experience and 
catalogued for different kinds of hospitals and charac- 
teristics of insured persons. With past experience 
as a guide, the actuary can estimate this item rather 
closely, as for example, a rate of ten confinements per 
year per 100 persons covered. 

In establishing the benefits to be paid, certain 
decisions and more definitions are necessary. These 
include the hospital charges to be recognized, the 
durations of hospitalization to be covered, methods of 
allocating and billing costs, and decisions in regard to 
medical services performed by doctors on the salaried 
staff of some hospitals. 

The following illustration shows what is involved in 
computing health insurance fees. In this sample case, 
semiprivate room and board is provided for a maximum 
of 70 days; all other hospital charges are covered up to 
$300 for any one confinement. 

Suppose we find for our plan that: 

The average stay (limited by the 70-day maximum) 

is eight days. 
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The average semiprivate room and board charge is 
$15 a day. 

The average of other charges (limited by the $300 
maximum) is $120 per confinement. 

The combination of these figures is: 

8X 15+ =$240 benefit per claim. 

With ten hospitalizations per year per 100, at an 
average cost of $240, each person must pay $24 per 
year to enable the insurance company to pay its 
claims. In addition, the company needs expenses, 
reserves and margins, which from experience can 
be estimated fairly readily. If, say, $6 is needed for 
these items, the total required as a premium would be 


$30 per year per person. 


Many ‘Educated Guesses’ Required 


Other forms of health insurance are more com- 
plicated to compute. In many kinds of insurance there 
are not many statistics to serve as a guide in comput- 
ing premiums. Actuaries sometimes have to make 
“educated guesses” as to frequencies, durations and 
average costs. 

Moreover, even for the standard product of hos- 
pitalization insurance, certain factors cannot be an- 
ticipated from the statistics. For example, more people 
may be sent to the hospital after we underwrite the 
insurance than used to go. The actual frequency may 
turn out to be 11 per 100, because of changes in 
medical practice or because the existence of the in- 
surance takes the financial brakes off, or even en- 
courages going to the hospital. Perhaps, then, the 
claims will be more than $2,600 per 100 insured 
instead of $2,400. 

It is also possible that the average stay in the 
hospital will increase. Although the average durations 
of hospitalization have gone down in the past, the 
figure seems to have hit bottom and may bounce a 
bit. It often seems to bounce when insurance takes 
care of the cost. In the example given above, an 
increase of one day in the average duration would 
increase the insurance cost at least $1.50 a year for 
each insured person. 


Increases in Sight 


It is even more likely that the hospital’s charges for 
its services and supplies may increase. New medical 
techniques and drugs, higher salaries and other costs, 
and the tendency to “shoot the works” at the cost 
of the insurer may push the average claim up many 
dollars. Perhaps in the example above, the semi- 
private room charge might go up 5 per cent—as it has 
about every year lately—and under the $300 limit 
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actual payments for ancillary charges average $1:5\) 
instead of the $120 expected. 

In the light of possible developments of this sort, 
another look at our hypothetic premium of $30 per 
year per person illustrates why the insurance comn- 
panies must worry about trends and attitudes. 

Suppose, for example, that the frequency is 11 per 
year per 100, instead of 10. 

Suppose the average duration is 8% days per con- 
finement, instead of 8. 

Suppose the average semiprivate room charge is 
$15.75, instead of $15. 

Suppose the average ancillary charge is $130 per 
case, instead of $120. 

No one of these changes seems to amount to much 
nor to be beyond what might be expected. However, 
this is how the actual cost compared with the $30 
premium: 

11X ($15.75 X8%+$130) =$2,902.68 per 100 or 
$29.03 per person. This leaves $0.97 for expenses, 
taxes, etc., whereas the company calculated it would 
need $6. This represents a deficiency of $5.03 on each 
person. 

This is representative of just what is happening 
today in all too many situations. 


Inflation Could Bring Ruin 


Much of this cost increase is quite beyond the con- 
trol of doctors, hospitals, insured persons and com- 
panies. Changing price levels are considerably respon- 
sible. For some forms of insurance, most notably major 
medical insurance, where benefits depend directly on 
prices without much restraint, the effect of inflation 
can be of extreme importance. Major medical insurance 
is needed for social reasons, but if price levels rise 
sharply, it may prove disastrous. Therefore, health 
insurance companies and others interested in this form 
of protection, have every reason to do everything they 
can to arouse the country against the evils of inflation. 
The insurance companies are gratified to see evidence 
of rising popular concern in this matter. 

In addition to the perils of inflation, however, the 
future of insurance also depends on the attitudes of 
those engaged in the health professions. Undue use of 
hospital facilities, luxury accommodation, unnecessary 
extensions of hospitalization or other medical treatment 
and bill padding can bring ruin to the insurance opera- 
tion. 

The outstandingly high and unreasonable medical 
fee, while troublesome, is perhaps easier for the in- 
surance company to deal with, and less likely to cause 
disaster, than a more general practice of applying 
relatively small increases to medical bills. This practice 
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is often difficult to detect and even more difficult to 
resist. It is in this area of danger (of a general “‘creep- 
mouse” effect) that cooperation between the medical 
profession and the insurance business is so necessary. 
Otherwise, comprehensive coverages, such as the highly 
desirable major medical form, will be priced out of the 
market. 


Insurance companies do not intend to inflict doctors 
with the full weight of keeping insurance costs low, 
and they do not intend to browbeat either doctors or 
patients. The companies do know, however, that health 
insurance programs are destined to fail unless they 
have the cooperation of both their clients and the 
medical profession. 


WHAT OTHERS ARE SAYING... 


Free Choice 


WE IN THE MEDICAL PROFESSION have been bedeviled by the 
term “‘free choice of physician or hospital,” or both. Most 
ofthe difficulties or differences of opinion that have occurred 
in professional relationships with other groups, whether 
they be third parties or not, have developed from interpreta- 
tions of the term “free choice.” No one has ever attempted 
to define this term, to the best of my knowledge, and I feel 
that a proper definition is necessary so that when we use the 
expression we will all know what is meant by it. 

For example, in a recent review of agencies in a certain 
midwestern city, we found that there were four groups re- 
sponsible for the care of the “‘totally disabled” in that area. 
Each agency had an entirely different definition for the term. 
If one stops to think, many controversies would be perma- 
nently eliminated if there were one definition and “totally 
disabled” meant the same to all concerned. 

This same lack of a proper definition of the term “‘free 
choice” is one of the serious causes of much professional 
misunderstanding. Unless a proper definition is accepted, 
there can only be continued confusion in our relationships 
with government, insurance programs, welfare funds and 
hospitals and among ourselves. 

To my mind, free choice of medical adviser means that if 
you pay your own bills, you may call any physician, cultist 
or quack whom you desire to administer to you or your 
family, if he is willing to serve you. If you pay the insurance 
premiums yourself, either for full coverage or on the in- 
demnity plan, you may likewise have any medical advice, 
from one extreme to the other, that you desire, unless it 
specifically states in your policy that you are limited to an 
M. D. or an osteopath, etc. Only when the patient pays his 
own way has he ever had free choice. 

When the government, in any capacity, or a hospital 
furnishes service to a patient, he has never had free choice. 
He has been obliged to take as his medical attendant the 
physician on duty at the time or the physician employed to 
do charitable work for the patient in the home or clinic. This 
has always precluded for the patient, with or principally 
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without funds, the physician of his choice. All medical 
service is paid for by someone. If the physician gives his 
services free to a patient who has consulted him, the physi- 
cian indirectly pays for the service which he renders. If the 
patient asks for service from the city, county or other 
agency, he gets the physician employed for that purpose 
with no chance of personal freedom of choice. If a kind em- 
ployer furnishes medical service of any kind for an employee, 
he is very apt to tell the employee that if he goes to the 
employer’s physician the bill will be paid. This holds true, 
more or less, throughout industry, the patient often being 
cared for by the plant physician and referred to a second 
physician. This second physician is commonly selected by 
the plant physician, not by the patient. This is particularly 
true if the employer assumes the sepeeey for the bills 
in one way or another. 

Certainly there is no free choice of physician when a 
patient without funds or without his own insurance asks for 
care in a clinic or hospital, whether or not this is connected 
with a teaching institution. The universal rule, as far as I 
have been able to observe, is that the person who pays the 
bills has the right to make the choice as to who shall care for 
the recipient of his bounty. It has always been this way; it 
always will be this way. The person who pays the bills has the 
right to call any medical attendant he wants. If the recipient 
is not satisfied with the services granted, he must find some 
way to raise the money to pay for services more to his liking. 
Unfortunately, in many instances the patient cannot afford 
to do this unless he calls upon the physician he wants to 
render the services free and is able to induce him to do so. 
In some instances, organizations which pay the bills furnish 
poor quality medical service and no physician is compelled 
to work for them. But if a physician does agree to do this 
work, there is nothing the beneficiary can do but accept the 
poor quality work or demand better medical service in the 
event that he is a premium-paying insuree. 

Let us not make any mistake about this proposition of free 
choice. Let’s define it in the only way it can be defined: He 
who pays the bills may choose whomsoever he desires for his 
medical adviser, but he who asks someone else to pay his bills 
is obliged to accept the choice of the giver of the gift. There 
can be no other definition of the expression “‘free choice.” 
—Elmer Hess, M. D., Erie, Pa., Tut PEnNsytvanta MEDICAL 
Journat, April, 1958, Vol. 61, No. 4, p. 512. 
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New Mosby Pediatric Guidebooks to 
Aid You in Diagnosis and Treatment 


Just Published! 


A Guide to Symptomatological 
Diagnosis and Current Management 


Encompassing almost any situation a doctor may be con- 
fronted with, PEDIATRIC INDEX, by Dr. Edwin 
Patton, isa practical, easy-to-use guide to current thought 
in diagnosis and management of almost any problem 
involving the child. 


A compilation of some of the best available published 
and practiced material in the field gathered from au- 
thoritative sources throughout the world, Dr. Patton’s 
book provides you with the currently preferred treatment 
for any problem involving the child—medical, surgical, 
orthopedic, allergic, eye, nose, throat, neurologic, mental, 
psychological and even social; be it congenital, develop- 
mental or acquired 


This easy-to-use book directs you from an alphabetically- 

arranged 321 page section of complaints, symptoms and 

signs which originally bring the patient to see you— 

through to a presumptive diagnosis. Later sections pro- 

vide you with a means of clinching a definitive diagnosis 

ae tell you what therapeutic treatment is considered 
t 


By EDWIN F. PATTON, M.D., Former A jate Medical Di tor of the 
American Child Health Association in New York; and Former Assistant 
Professor of Pediatrics in the College of Medical Evangelists, Los 
Angeles. Just Published. 639 pages, 6%" x 10’. Price, $13.50. 


Just Published! 


Krugman-Ward INFECTIOUS 


DISEASES OF CHILDREN 
Guides You to Recognition and Management 


Authoritatively written by two clinicians and educators, 
this new Mosby book provides a ready source of helpful 
information, clinically tested, covering those infectious 
diseases most prevalent today in adults and children. All 
recent advances in the management of such diseases as 
adenovirus infections, coxsackie virus infections, aseptic 
meningitis, acute laryngotracheobronchitis and toxo- 
plasmosis are discussed. The chapter on ‘Control of 
Communicable Diseases” by Dr. Morris Greenberg 
reflects the current procedures in regard to contagion 
which have proved successful in the Communicable 
Disease Unit of Bellevue Hospital. 


This clinical guide helps you utilize in your practice the 
successes medical science has made in reducing the 
mortality and incidence of diseases like bacterial pneu- 
monias, bacterial meningitis, streptococcal infections, 
scarlet fever, ipelas and mastoiditis. The effect of 
immunization efforts on diphtheria and of the Salk vaccine 
on poliomyelitis is disc é 

By SAUL KRUGMAN, M.D., Associate Professor of Pedictrics, New York 
University College of Medicine; Visiting Pediatrician, Bellevue Hospital, 
New York City; Director, Communicable Di Unit, B 

Center; and ROBERT WARD, M.D. , Professor and Head of the Department 
of Pediatrics, ity of South California; Physician-in-Chief, 
Children's Hospital, Los Angeles. Just Published. 340 pages, 6%" x 
9%", 42 figures, 6 color plates. Price, $10.00 


Order on 10 Day Approval From 


The C. V. MOSBY Company 


3207 Washington Bivd., St. Lovis 3, Mo. 


complicated by 
useless, exhausting 


Novahistine-DH™ 


(fortified Novahistine with dihydrocodeinone) 


When “head colds” become ‘“‘chest 
colds” Novahistine-DH promptly 
controls coughs and keeps air pas- 
sages of both head and chest clear 
of obstruction. 


Each teaspoonful (5 cc.) of grape-flavored 


Novahistine-DH contains: 

Phenylephrine hydrochloride....... 10 mg. 
Prophenpyridamine maleate....... 12.5 mg. 
Dihydrocodeinone bitartrate........ 1.66 mg. 
Chloroform (approx.)............. 13.5 mg. 
Supplied in pint and gallon bottles. 
*Trademark 


DIVISION OF ALLIED LABORATORIES, INC. 
INDIANAPOLIS 6, INDIANA 


ma PITMAN-MOORE COMPANY 
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Histology. 3rd ed. By Arthur Worth Ham, M.B. Pp. 876. Price, 
$11.00. J. B. Lippincott Company, Philadelphia, 1957. 


THIs NEW EDITION of a standard text on histology brings 
together in one volume the relationship of anatomy, phy- 
siology, pathology and biochemistry to the study of tissue. 
Included in this volume is a reasonably comprehensive 
account of the electron microscope and the technique which 
permits it to be used in histology. The highly lucid literary 
style, supplemented by photomicrographs and illustrations 
of unusual clarity, makes the reading of this text a fascin- 
ating experience. 

General practitioners who have an interest in this subject 
would derive tremendous benefit from Dr. Ham’s Histology. 
The histology student and the research technician could 
find no better exposition of the fundamentals of the study of 
tissue than are contained in this one volume. 

—Georce L. THorPE, M.D. 


The Treatment of Fractures. Vol. IJ. By Lorenz Bohler, M.D. Pp. 
1,508. Price, $17.50. Grune ¢ Stratton, Inc., New York, 1957. 


Tue First two volumes of the sixth edition of Lorenz Boh- 
ler’s Treatment of Fractures might be more accurately con- 
sidered a complete and detailed treatise covering the entire 
field of trauma. It is indeed a masterful dissertation. 

Bohler covers in complete detail the diagnosis of fractures 
and clearly enumerates the basic principles involved in the 
treatment of various types of bone injuries. In addition, 
almost all aspects of traumatology are included: Methods of 
examination of the patient as a whole as well as the indi- 
vidual parts ; the question of anesthesia ; injuries of the chest ; 
open and closed injuries of the abdomen; and injuries of the 
urinary tract are cited as examples to show the completeness 
of the work. The author stresses the importance of keeping 
accurate and complete records of the injured patient. 

These books are well written and arranged in such a 
manner as to make the set an outstanding reference work in 
the field of traumatology for all generalists. It can also be 
highly recommended for the orthopedist as well as the 
general surgeon. 

The typographic arrangement is quite good. There are 
many excellent illustrations as well as complete and satis- 
factory indexes. The work is also of tremendous interest be- 
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Practitioner's Bookshelf 


cause of the almost fantastic amount of case experiences that 
are enumerated by the author. He has taken painstaking 
care in evaluating the results of his methods and pointing 
out the possible pitfalls and errors which may be encountered 
in the various methods of treatment mentioned. Because 
of the wealth of clinical material available, this work could 
easily be considered the modern day Bible of Traumatology 
and Fracture Treatment. It is definitely a work which any 
physician in active practice would prize in his own library 
and it most certainly would be a valuable addition to all 
hospital libraries. 

There is only one criticism to be offered. Volume I is 
much the larger book of the two and it would seem that the 
binding is perhaps too light for the size of the volume. Ac- 
cordingly, just as a result of reading it for this review, some 
pages are coming loose. It would seem better if the two 
volumes were of equal size with a bit more substantial 
binding. —Eucene I. BAUMGARTNER, M.D. and 

JoserH ALVAREZ, M.D. 


The Treatment of Fractures. Vol. III. By Lorenz Bohler, M.D. Pp. 
2,307. Price, $21.90. Grune ¢ Stratton, Inc., New York, 1958. 


Tuis 1s the fifth edition in English and is based on the 
thirteenth German edition. Volume III concerns injuries 
and fractures of the knee joint, leg, foot and toes. 

This author has condensed the information and presents 
only that which is practical and usable. Most of the historic 
data is omitted so that more time and space can be devoted 
to the practical aspects of diagnosis and treatment of leg 
injuries. 

Much space in this easily readable volume is taken up with 
the 1,699 excellent diagrams and illustrations which 
graphically illustrate the pathology, treatment and end re- 
sults of leg and foot injuries. 

The arrangement of this volume allows easy reference and 
is so complete that specific injuries can readily be found. 
One of the book’s outstanding features is the appendix, 
which thoroughly discusses the organization and economic 
significance of traumatic surgery. 

It is my considered opinion that this valuable volume 
should be standard equipment in every accident ward, and 
I heartily recommend it to every person who is called upon 
to treat fractures as well as other trauma of the lower 
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extremity. Although I have not seen the other volumes in 
this set, if they are as complete and informative as Volume 
III, I believe they should also be included in all places 
where traumatic emergencies are treated. 

I am sure that this treatise is the outstanding work in 
this field. —Matcom E. PHELPs, M.D. 


The Doctor Eyes the Poor Reader. By Delwyn G. Schubert, Ph.D. 
Pp. 101. Price, $3.75. Charles C Thomas, Springfield, IIl., 
1957. 


THis BOOK is well written from the standpoint of specialists 
in diseases of the eye, the general practitioner, the social 
worker and the teacher in the sight-saving class, or for 
those teaching the visually handicapped or retarded 
student. 

The text gives a good background in eye diseases and 
visual maladjustments which lead to frustration and be- 
_ havior problems of the visually handicapped, which may 
be and often are the cause for the child’s seeming incor- 
rigibility. This is unfair to the child, the family, the school 
and the community. 

The book stresses the need for the family physician and 
his role in the professional management and social guidance 
of these unfortunate children in an endeavor to prevent 
psychic trauma in the child and hardships or misunder- 
standing between school and parent. 

The last section of the book has a valuable section on 


improving reading habits, which this reviewer found per- 
sonally helpful. —Joun R. BENDER. M.D. 


Strabismus i. Edited by James H. Allen, 
M.D. Pp. 552. Price, $16.00. C. V. Mosby Company, St. Louis, 
1958. 


Tuis 1s an excellent book on strabismus. All phases of the 
subject are considered in detail. It is written in a clear 
form with numerous good illustrations. This book will 
serve as a reference text for a considerable time. It is 
written for ophthalmologists and would probably be of little 
interest to the general practitioner or medical student. 
—-ALBERT N. LEMOINE, JR., M.D. 


Noise and Your Ear. By Aram Glorig, Jr. Pp. 150. Price, $6.50. 
Grune & Stratton, Inc., New York, 1958. 


Tue AUTHOR has admirably assembled information about 
hearing loss, noise and the language used to describe these 
situations. It was not his intent that this monograph be 
encyclopedic in its coverage; nonetheless, topics consider- 
ed basic to understanding hearing problems created by 
noise exposure are well handled. 

The text’s principal reader interest lies among doctors 
engaged in the practice of industrial medicine and those 
who handle compensation procedures. However, the chap- 
ters are developed so that each becomes a self-contained 
unit in the over-all discussion. This book, therefore, tends 
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Reducing Diets ? 


Save time . . . reduce tedious repetition. Prescribe the 


Knox “Eat and Reduce’ 
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’ Booklets for your cardiac, hyper- 
tensive and obese patients. Color-coded diets of 1200, 
1600 and 1800 calories are based on Food Exchanges’ 
. . . eliminate calorie counting . . . promote accurate 
adjustment of caloric levels to the individual patient. 


1. The Food Exchange Lists referred to are based 
on material in “Meal Planning with Exchange 
Lists” prepared by Committees of the American 
Diabetes Association, Inc. and The American 
Dietetic Association in cooperation with the 
Chronic Disease Program, Public Health Service, 
Department of Health, Education and Welfare. 
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to serve as an excellent “refresher” in understanding the 
ear, and in understanding man’s responses to sound—in 
his normal acoustic interpretation and in the deviations 
produced by noise exposure. 

It is readily apparent that the problem of “noise” is 
assuming a vastly greater position of importance in industry 
and that hearing conservation is the watchword of tomor- 
row. —A. E. Rirt, m.p. 


Abdominal Operations by the Vaginal Route. By Paul Werner, 
M.D. and Julius Sederl, M.D. Pp. 165. Price, $9.00. J. B. 
Lippincott Company, Philadelphia, 1958. 

THis BOOK covers almost any abdominal operation through 
the vaginal route, which would include any of the pelvic 
procedures that could ordinarily be done by laparotomy 
or transvaginally. In this inclusion, there are many pro- 
cedures seldom done through the vaginal route in this 
country. I do think that the indications and contraindica- 
tions for vaginal surgery are not too well emphasized. 

The translation by L. M. Szamek, M.D. is excellent. The 
illustrations are not so good as in some other publications 
that we use as references. By this I mean that the detailed 
step-by-step procedure is not followed in the illustrations. 
The fact that the text gives many more procedures than 
most other volumes I have read makes it an excellent 
reference book for anyone doing gynecologic surgery. To 
all of us who do vaginal hysterectomies where there are 


definite indications, I think this volume will be of great 
value. This is true of a generalist, gynecologist or anyone 
who does this type of surgery. 

—Ho.tanp T. Jackson, M.D. 


Clinical Gastroenterology. By Eddy D. Palmer, M.D. Pp. 630. 
Price, $18.50. Harper ¢> Brothers, New York, 1957. 


THIS BOOK is designed to cover almost completely the field 
of gastroenterology, based primarily on the author’s broad 
experience as well as his philosophic concepts concerning 
gastroenterology. There is also liberal use of the author’s 
own clinical research, particularly in chapters covering the 
esophagus and esophageal varices. 

The organization of the material is orderly and somewhat 
novel in that a subject is completely discussed without the 
usual multiple references seen in many comprehensive 
texts. The style is excellent and easily readable, allowing 
the reader to retain the “nuggets.” Correlation of the many 
diagrams and+excellently reproduced x-rays adds to the 
clarity mandatory for a text on this subject. The bibli- 
ography is adequate but perhaps could have been improved 
with footnotes. 

On some subjects the author’s own concepts (such as use 
of steroids in ulcerative colitis and hemosiderotic versus 
hemochromatotic liver disease) are contrary to other 


. authorities in this field but present another viewpoint of 


interest. Of course, as in all books, there is a lag period 
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concerning recent material; for instance, the lack of in- 
formation regarding serum transaminase in liver disease 
and glucuronization of bilirubin to explain “direct and in- 
direct” bilirubin. 

In summary, this book should be of great use to general 
practitioners, as well as to both internists and surgeons; 
or as the author states, to “anyone whose main interest is 
bedside medicine.” —GERALD E. MEERKREEBS, M.D. 


The Glaucomas. 2nd ed. By H. Saul Sugar, M.D. Pp. 516. Price, 
$13.50. Harper & Brothers, New York, 1957. 


THE voLuMINOus literature, describing the new advances 
and operative techniques in the disease called glaucoma, 
has made very timely publication of this second edition of 
The Glaucomas. 

This edition, like the first, clearly presents the material 
for each subject. The bibliography is very complete. All 
chapters are well illustrated, the pictures vividly portraying 
the subject matter described. 

This book is obviously not intended for the busy general 
practitioner because it dwells at great length and minutely 
on each subject. The material is not hard to understand, 
however, so that The Glaucomas would be a good reference 
book for the practitioner. 

This book is of value to the ophthalmalogist and the re- 
search student. The literature on this subject has been 
carefully screened, presented and brought up to date. 


The new chapter on tonography (the resistance of oui - 
flow of aqueous humor) is a very important one. Unde:- 
standing of this subject has led to better classification of th. 
types of glaucoma. This research has brought to the for. 
the very important peripheral iridotomy (Curran operation ) 
for relief of the shallow anterior chamber type of glaucom:. 
This operation is the only safe prophylactic procedure for 
the other eye in cases of acute narrow angle glaucoma. 

The Glaucomas has become known as the standard 
ophthalmic reference book on the subject of glaucoma, bot!: 
in America and abroad. —DesMonp CURRAN, M.D. 


Pharmacology and Therapeutics. 3rd. ed. By Arthur Grollman, 
M.D. Pp. 1,046. Price, $12.50. Lea and Febiger, Philadelphia, 
1958. 


HE wHo assays to write an ideal textbook on pharmacology 
and therapeutics must be not only brave but foolish, be- 
cause the task seems to be beyond mortal capabilities, as 
demonstrated by numerous recent and remote publications. 
Most such books, in an attempt to be encyclopedic, become 
impossibly large for textbooks, and basic principles are sub- 
merged in a mass of detail. On the other hand, a book which 
outlines fundamentals while minutely describing only a few 
typical drugs is not adequate to the needs of practicing 
physicians. 

Dr. Grollman’s book is a better size for medical students 


' than most of its competitors, but, in an attempt to include 


REPEATING 


REPEATING 


Tired i of REPEATING Dietary Advice 


to Diabetic Patients? 


Gain time . . . decrease repetitious talk. Prescribe Knox Diabetic 
Diet Brochures. Based on nutritionally tested Food Exchanges’, 
these diet Brochures demonstrate variety is possible for the 
diabetic, eliminate calorie counting and promote accurate 
individual adjustment of calories to the need of the patient. 
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1, The Food Exchange Lists referred to are 
based on material in “Meal Planning with 
Exchange Lists” prepared by Committees of 
the American Diabetes Association, Inc. 
and The American Dietetic Association in 
cooperation with the Chronic Disease Pro- 

» Public Health Service, Department 
of Health, Education and Welfare. 
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enough material to interest physicians, this size has been 
achieved by sacrificing some attention to basic concepts. 
How does the author handle some of the newer agents 
which are so apt to confuse the busy practitioner—psycho- 
therapeutic agents, for example? Most of the drugs are 
there, but the pharmacologic details are sketchy, and the 
author has not undertaken synthesis of the subject which 
is so important in a textbook and which every reader, under- 
graduate or postgraduate, has a right to expect. 

The traditional topics are adequately covered, the writing 
is lucid, and the printing and binding are excellent. The 
index is not so complete as one might wish, but the multiple 
names for most drugs excessively complicate the task of 
indexing. The practicing physician who needs a quick re- 
view of pharmacology will appreciate this book, but the 
one who wants more extensive information about drugs and 
details of therapeutic management will probably have to 
settle for at least two larger volumes. 


—Jessez D. Risinc, M.D. 


The Principles and Practice of Diathermy. By Bryan O. Scott, 
M.R.C.S. Pp. 179. Price, $5.00. Charles C Thomas, Spring- 
field, Ill., 1957. 


THIS PUBLICATION covers the basic physics of diathermy 
along with the physical principles of oscillating, high- 
frequency current. An extensive description of high-fre- 
quency currents and the method of introduction of these 


currents into the human body have been covered. Dosage 
and therapeutic indications for this modality have been 
thoroughly discussed. A complete list of precautions and 
indications for this form of treatment is clearly set forth. 
This small book should be of interest to general physicians 
who use physiotherapy in their offices. It can be recom- 
mended to the discriminating physician who wants specific 
indications and contraindications for this method of treat- 
ment. The language is specific, simple and understandable 
to any physician familiar with basic physics and electricity. 
—M. B. CasEBOLT, M.D. 


Hematology. For Medical Technologists. 2nd ed. By Charles E. 
Seiverd. Pp. 275. Price, $5.75. Lea & Febiger, Philadelphia, 
1958. 

Tuis BooK details the techniques of hematology from the 

selection and preparation of the vein to identification of the 

blood type or dyscrasia. Each step in each procedure is 
clearly outlined and profusely illustrated with diagrams, 
outlines, pictures and colored plates. Paragraphs introduc- 
ing each subject give the background of the physiology 

and purposes in clear simple language. The appendix is a 

gold mine of information on normal values, preparation of 

reagents and glossary of terms, and concludes with a series 
of questions to be used in preparation for board registration - 
for technologists. 

The book is well fitted as a practical textbook for a 


Chas. B. Knox Gelatine Co., Inc. 
Professional Service Department GP-36 
Johnstown, N. Y. 


Please send me___dozen copies of the Knox Diabetic 
Brochure describing the use of Food Exchange Lists. 


Your name and address 
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school for technologists and should prove very helpful in 
any office where the nurse assistant is doing the blood 
examinations. —M. B. GLISMANN, M.D. 


The Diagnosis and Treatment of Infections. By D. Geraint James, 
M.D. Pp. 234. Price, $6.00. Charles C Thomas, Spring field, 
Ill., 1957. 


THis TEXT is superior from all angles; however, because of 
the extensive amount of important material contained in 
this small volume and the small print, it is rather time con- 
suming to read. I found the charts to be excellent and 
very informative. 

This book could be very useful to the general practitioner 
provided he keeps in mind the rapid progress of medical 
research and changing opinions on the chemotherapeutic 
agents. —R. ADELAIDE DraPER, M.D. 


A Therapy for Anxiety Tension Reactions. By Gerhard B. Haugen, 
M.D., Henry H. Dixon, M.D. and Herman A. Dickel, M.D. 
Pp. 110. Price, $3.50. The Macmillan Company, New York, 
1958. 


THIS SMALL volume is an interesting and thoughtful chal- 
lenge to the Freudian concept of the treatment of anxiety 
tension. The authors have based their text on the theory 
that the repeated tensing reaction produces a chronic 


' phase of muscular tension without intervening episodes 


of relaxation. This condition is called ‘“‘chronic benign 


nervousness.” Anxiety, therefore, persists as long as the 
tension is present in the patient. 

Modern psychotherapy depends on reassurance, expla:)- 
ation and suggestion. This mode of treatment is not alway s 
successful. In fact, remissions of the anxiety state may he 
due to something else. The present day psychiatrist con- 
tinues to practice mind-body dualism “and give only lip 
service to” the organism as a whole. 

The authors of this monograph, however, emphasize that 
the brain is only a portion of the body system as a whole. 
They suggest that tension is largely just a habit; therefore, 
it should be possible to change it as any other habit. This is 
accomplished by training groups of muscles, beginning with 
the hand and arm, to relax. It is emphasized that the patient 
must learn to sense the feeling of relaxation. Larger groups 
of muscles, under the guidance of the psychiatrist, are 
trained to relax. The patient soon recognizes the tight jaw, 
raised shoulders or tense legs in the course of his daily 
work and is taught to overcome it. From the point of view of 
the authors, “If a person is going to learn relaxation, a 
previous intensive and extensive exploration into the reasons 
why he originally became tense is also a waste of time.” 

Case histories are included to demonstrate the validity of 
their theory. In 110 pages, the authors explain their theory 
and present a positive program for its effective control. It is 
a challenge to the present routine concept of the psycho- 
therapeutics of the anxiety state. 


LECTURING 
LECTURING 


Weary LECTURING Convalescent 


Ease the burden . . . cut down on tiresome repetition. Offer 
“Meal Planning for the Sick and Convalescent.” This new Knox 


Brochure presents the latest nutritional thinking on proteins, 
vitamins, and minerals . . . suggests ways to stimulate appetite 
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. «. describes diets from clear liquid to full convalescent. 
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Written in a style and language that is concise, clear and 
to the point, this book is recommended as a worthy addition 
to the library of the family physician. 

—Louts H. WEINER, M.D. 


Facts About Pharmacy and Pharmaceuticals. By Health News Insti- 
tute. Pp. 137. Price, $1.25. Health News Institute, New York, 
1958. 


“THE HEALTH NEWS INSTITUTE was organized in February, 
1956 as an authoritative information source for pharmacy 
and pharmaceutical manufacturing. Its objective is to pre- 
sent to the public a true picture of the research, production 
and distribution operations and to create a better under- 
standing of their contributions to the nation’s health.” 

This objective has been admirably fulfilled in the book- 
let, Facts About Pharmacy and Pharmaceuticals, from which 
this quotation was taken. 

This compact booklet delineates the growth and organ- 
ization of the pharmaceutic industry. It discusses medicinal 
chemicals and biologicals, describing their sources and how 
they are produced. 

The complex story of drug research and development 
“from the laboratory to the patient,” is clearly outlined. 
Mass production of pharmaceutic preparations in forms 
ready to be dispensed is the subject of Chapter Five. 
The remaining chapters describe the wholesale drug- 
gist, pharmacy and pharmacist, laws regulating pharma- 


cy and pharmaceutics, also standards and descriptions. 

The excellent appendix, in 15 sections, contains, in 
part, a glossary, drug information sources of the United 
States, and lists of pharmaceutic publications and drug 
associations. 

Here, then, is a splendid depository of drug facts which 
is bound to widen the perspective of doctor readers and 
to enhance their appreciation for each drug product they 
prescribe. The material is well organized and is supple- 
mented by carefully prepared charts for the careful reader. 

—Lois LamME 


Orthopedic Diseases, Physiology, Pathology, Radiology. By Ernest 
Aegerter, M.D. and John A. Kirkpatrick, M.D. Pp. 602. Price, 
$12.50. W. B. Saunders Company, Philadelphia, 1958. 


Tuis BooK, by two well-qualified authors, “is concerned 
with the understanding of diseases which affect the mus- 
culoskeletal system.” 

The first four chapters are intended as a review of the 
complicated anatomy and physiology of the tissues of the 
skeleton. The fifth chapter is a simple histology of the 
tissues involved in orthopedic diseases. Chapter Six is a 
primer of bone radiology. 

The remaining chapters are divided into three sections. 
The first of the three concerns itself with the disturbances 
in skeletal development under which are listed and de- 
scribed congenital disturbances, developmental disturb- 
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Whenever, Wherever a spare moment 
arises, nothing fills the bill as well 


eries 


EDITORIAL BOARD 


MARK AISNER, M.D., Chairman, CHARLES H. 
for) BURNETT, M.D., MAXWELL FINLAND, M.D., 


HUGH H. HUSSEY, M.D., FRANZ J, INGEL- 
as FINGER, M.D., JACK D. MYERS, M.D. 
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ONLY COCASIONALL YD 


The Fast-Reading Pocket Monographs 
on Today’s Most Urgent Medical 
Problems 


© Here is a series of pocket-size 30-40 page 
| clinical monographs which even the busiest 
[ A eigt physician can find time to read—very con- 
cise, very compact, written in terms ce 
and bedeide Practice, authored by leading 
American authorities, devoted to the urgent 
and troublesome problems of modern 
fo") medical practice. 


> Fa Through DM, spare moments are turned into 

profitable fact-finding clinics. Richly re- 
monthly “consultations” with fore- 
wom maveriine most clinicians in the country are brought 
right to your office or home—in a form 
fond aptable to scattered and limited reading 


hours as nothing else in print today. 


TO READ 
vou 


Forthcoming Issues 
Pulmonary Failure (Ebert); Differential 
Diagnosis of Jaundice (Ingelfinger); Dehy- 
dration (Hollender and Williams); Pulmo- 
aeey Embolism and Infarction (Hickam and 


Sieker); Heart Disease in Pregnancy (Met- 
calfe); Newer Viruses (Jordan). 


OURING “TME-OUTS” 
ar 
— 


THE YEAR BOOK PUBLISHERS, INC., 
200 East Illinois St., Chicago 11, Illinois 


(J Enter my subscription to Disease-a-Month Series with current 
— on Pulmonary Failure. Bill me for $9.00, postpaid, annual 


() Also send 12-month binder, $1.25, postpaid. 
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ances in childhood, functional disturbances of the reti- 
culoendothelial system and disturbances in vitamin 
metabolism. 

The following section deals with disturbances in a nor- 
mally formed skeleton and includes the repair of fractures, 
circulatory disturbances, metabolic diseases, disturbances 
of parathyroid function and infectious diseases of bone. 

The last section concerns itself with tumors and tumor- 
like processes and includes descriptions of osteoid os- 
teoma, ossifying fibroma, osteogenic tumors, chondrogenic 
tumors, collagenic tumors, myelogenic tumors and tumors 
of soft parts. . 

This book is extremely well written. The printing and 
illustrations are excellent and are considerably detailed. 
This text is not primarily one for general practitioners— 
being, instead, of pertinent interest to the orthopedist and 
the roentgenologist. It is, nevertheless, an excellent refer- 
ence. One gets the impression from this book that it is 
among the comparatively few really well written texts on 
medical subjects in existence today. Actually, this book 
could serve as a model to those of us who want to best 
present a medical subject to our fellow physicians and 
surgeons. —Haroip V. Zvser, M.D. 


The Management of Childhood Asthma. By Frederic Speer, M.D. 
Pp. 116. Price, $4.75. Charles C Thomas, Springfield, Il, 
1958. 


THis BOOK starts out deceptively simple but, by the time 
it is finished, the reader will realize that he has had a 
masterly presentation of the subject. The rules of the road 
in childhood asthma are clearly laid out. While the text is 
specifically slanted toward allergy in children, the prin- 
ciples of diagnosis and treatment can be transferred to all 
allergic manifestations at any age. 

This book deserves the attention of any general prac- 
titioner. —Ricuarp R. CHAMBERLAIN, M.D. 


Therapeutic Heat. Vol. ll of Physical Medicine Library. Edited by 
Sidney Licht, M.D. Pp. 434. Price, $12.00. Elizabeth Licht, 
Publisher, New Haven, Conn., 1958. 


Tue Purpose of this book is to “‘offer all the pertinent facts 
about the medical uses of heat from its physical foundations 
to its supposed benefits and current clinical uses.” 

Contributors to this volume discuss, in detail, the physics 
of heat, thermometry, biophysics of diathermy, physiology 
of heat and cold, thermal radiation, general principles of 
thermotherapy, conductive heating, luminous and infrared 
heating, short-wave and microwave diathermy and ultra- 
sound therapy. The latter portion consists of a discussion of 
artificial fever therapy, heat in chronic rheumatic diseases, 
heat in orthopedics, vascular disorders, neuromuscular dit 
orders, pelvic disease and eye disease. 

It is agreed that there is empiricism in prescribing the 
type of heat. Studies in great detail, however, belong to the 
physiotherapist. This volume represents a commendable 
effort to present a scientific basis for the uses of various forms 
of heat. For those interested in this subject, this book 
is highly recommended. 

—Louis H. Werner, ™.D. 
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A versatile, well-balanced formula for treating common ° 


upper respiratory infections, particularly during respira- 
tory epidemics; when bacterial complications are ob- 
served or are likely; when patient’s history is positive 
for recurrent otitic, pulmonary, nephritic, or rheumatic 
involvement. 


Cuecks Symptoms: Includes traditional components for 
rapid relief of the traditional nonspecific nasopharyn- 
gitis, symptoms of malaise, chilly sensations, inconstant 
low-grade fever, headache, muscular pain, pharyngeal 
and nasal discharge. 


Available on prescription only. 


Adult dosage for AcHRocipIN Tablets and new caffeine- 
free ACHROCIDIN Syrup is two tablets or teaspoonfuls of 
syrup three or four times daily. Dosage for children ac- 
cording to weight and age. 


prevents the 


multifarious sequelae 


Qterie) LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 


ACHROCIDIN 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIC COMPOUND LEDERLE 


TABLETS (sugar coated) 


Each Tablet contains: 


ACHROMYCIN® Tetracycline 125 mg. 
Caffeine .......... ... 30mg. 
Bottles of 24 and 100. 
SYRUP (lemon-lime flavored) 
Each teaspoonful (5 cc.) contains: 
ACHROMYCIN® Tetracycline 

equivalent to tetracycline HCI .....0..0..0000000...... 125 mg. 
15 mg. 
Bottle of 4 oz. 
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AN ACADEMY OFFICER'S PROFILE. . 


John P. Lindsay, M.D. 


Youthful Director Makes Quick Progress 


IN THE FOUR SHORT YEARS since Dr. John Paul Lindsay 
of Nashville, Tenn. became a member of the American 
Academy of General Practice, his rise in the ranks 
has been phenomenal. Not only has he held every 
elective office in the Tennessee chapter, but this year 
he was elected to the AAGP Board of Directors. 
Even so, youthful Dr. Lindsay—age 42—was a late 
comer to the field of medicine, having received his 
doctor of medicine degree from Vanderbilt University 
in 1950. His previously chosen profession was educa- 
tion. He taught for seven years and was associate 
professor of biology at George Peabody College in 
Nashville prior to entering medical school. 
_ With considerable research experience in anatomy 
and parasitology, the transition into medicine came 
easily. Dr. Lindsay received his bachelor of science 
degree from the University of Tennessee, Knoxville, 
took his master’s degree in biological education from 
George Peabody College and taught there before he 
began his medical schooling. 
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After receiving his M.D. in 1950 at Vanderbilt |:e 
took his internship and residency at Baptist Hospiial 
in Nashville. 

During World War II, prior to his graduation from 
medical school, Dr. Lindsay served in the Navy as 
commanding officer of a fleet mine sweeper in both 
the European and Pacific theaters of war. During thiis 
period he received the Purple Heart and a Presidential 
Citation. During and following the Korean War, he 
served as chief of the Clinical Medical Branch and as 
director of the Division of Biology and Medicine of 
the Office of Naval Research. 

Since 1953, Dr. Lindsay has devoted full time to 
the general practice of medicine in Nashville while 
serving in an advisory capacity to the Department of 
Defense and the Atomic Energy Commission. 

During this period he has served on and been chair- 
man of numerous committees of the Nashville Academy 
of Medicine and the Tennessee State Medical Associ- 
ation. 

Currently, he is president of the Tennessee chapter 
as well as continuing to serve as editor of the Tennessee 
GP, official publication of the Volunteer State chapter, 
which is published quarterly. 

This month marks the fourth anniversary of Dr. 
Lindsay’s membership in the Academy. Since becom- 
ing a director he has been appointed to the MUSE 
Committee (Committee on Minimum Uniform Stand- 
ards in Education for General Practice), and named 
by the Board of Directors to be its advisor on cancer 
control. 

Dr. Lindsay’s latest appointment is to serve in a 
liaison capacity between the Academy and the Bureau 
of Medicine and Surgery of the Navy. His job will be 
to assist in arranging general practice residencies and 
any other training programs which will affect general 
practitioners. 

The son of the late Dr. and Mrs. W. E. Lindsay, 
Dr. Lindsay was born June 1, 1916 in Chattanooga, 
Tenn. His father was in general practice there for 30 
years. 

Director Lindsay is chief of the General Practice 
Section and a member of the Advisory Committee of 
Nashville Baptist Hospital. 

This native Tennessean is a firm and vociferous 
believer in the freedom of choice of physician, the 
right of the physician to practice in all fields in which 
he is qualified and the eternal obligation of the physi- 
cian as a servant of the public. 

A man of considerable size—6 ft. 2 in., 210 pounds 
—Dr. Lindsay, a Presbyterian, enjoys all forms of 

recreation but his main pleasure is fishing. 

There are five children in the Lindsay household— 
Scott, 21; Ann, 16; John, 5; Mark, 4 and Rebecca, 3. 
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KU’s Battenfeld Auditorium Bulged 
With Record Symposium Attendance 


ATTENDANCE at the Second Annual Symposium on Infec- 
tious Diseases reached 526, more than three times as many as 
last year’s count and marked it as one of the year's most 
successful study ventures. It could also be an indication of 
the seriousness with which physicians view staphylococcal 
infections. 

Sponsored by the Academy and University of Kansas 
School of Medicine, through a grant from Lederle Labora- 
tories, the symposium evoked challenging questions for spir- 
ited discussions at the close of both morning and afternoon 
sessions. Dr. Robert Weber, a repeat performer from last 
year, Was again a stimulating moderator. 

Throughout the day, the consensus seemed to be “To Treat 
Or Not To Treat,” (the theme of a soliloquy presented by 
Dr. Harry F. Dowling, one of the three morning speakers) 
and if so, what drug to use. 

Covering the basic principals in the spread and control of 
staphylococcal infection, Dr. Robert Wise said 60 to 80 per 
cent of people carry some variety of the infection in their 
upper respiratory tract. A believer in gram stains, he said 
he can tell more in ten minutes by them than from looking at 
aqulture. Using slides he demonstrated methods of bacterio- 
phage typing through which he feels a great deal can be 
learned about the epidemiology of these infections. It was 
later pointed out that one drawback to this typing is that 
it is difficult to conduct and not always available to all phy- 
sicians and hospitals. 

Speaking almost entirely from slides, Dr. William Kirby 
showed how to recognize staphylococcal infections and how 
various cases have reacted to specific treatment. He pre- 
sented a list of 11 drugs which might be the treatment of 
choice. 

Dr. Dowling, speaking on control and treatment, empha- 
sized that aseptic environment is the big factor in control 
—the treatment is up to the individual doctor. He offered 
the possibility that some staph patients could be treated at 
home. He said penicillin is the drug to use if the patient 
has not had any contact with hospitals recently. 

The big news of the day came in the afternoon session 
with Dr. Thomas G. Ward's announcement that first results 
from tests of new experimental vaccines to combat the com- 
mon cold will be checked sometime in October. Dr. Ward 
said the vaccines had been tested on population groups about 
a week before the symposium and that he feels hopeful on 
these pilot studies. 

The role of steroids ( particularly cortisone) in mild con- 
tagious diseases is practically nil, according to facts and fig- 
ues presented by Dr. R. C. Eley. Steroids have never been 
known to cure disease, he pointed out, but instead offer 
telief so that a cure can be effected. 

Dr. Thomas Haight, the closing speaker, stressed it is 
evident that the beta-hemolytic streptococcus is the chief of- 
fender in glomerulonephritis that must be eradicated, but only 
under circumstances of mass outbreaks, with resulting nephri- 
'' should widespread antibiotic prophylaxis be undertaken. 


ANNUAL 


SYMPOSIUM 


Afternoon Speakers —The three afternoon faculty members with Mod- 
erator Robert Weber listen to a question from the audience. Left to 
right are Dr. R. C. Eley, Harvard University, Cambridge, Mass.; Dr. Weber, 
Dr. Thomas Haight, University of Oklahoma, Oklahoma City, Okla. and 
Dr. Thomas Ward, Notre Dame University, South Bend, Ind. 
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Morning Speakers — This panel, comprised of the three morning speakers, 
answered questions on the various phases of staphylococcal infections ’ 
which they had covered in their individual presentations. Dr. Robert ; 
Weber, moderator, (second from left) reads the questions to his panelists, : 
Dr. Harry Dowling, University of Illinois, Chicago (far left); Dr. William 
M. M. Kirby, University of Washington, Seattle (second from right) and ve 
Dr. Robert |. Wise, Jefferson Medical School, Philadelphia. 
a. a. 
\. 
| 
Official Welcome — Academy Pres- Presiding Officer — Dr. Herman 
ident Holland 1. Jackson of Ft. Drill of Hopkins, Minn. presided 
| Worth, Tex. extended a special at the day-long session in Batten- : 
welcome to all symposium regis- feld Auditorium, located on the 
trants. Academy members received University of Kansas Medical Cen- 
six hours of Category | credit. ter campus, Kansas City, Kan. 
: page 216 A 


Spirit of Cooperation — Through the fine cooperation of the Uni- 
versity of Kansas Medical Center, the Academy's Committee on 
Scientific Assembly and Lederle Laboratories, this year’s symposium 
on infectious diseases set a new attendance mark at the center. 
Shown left to right are Academy Member Jesse Rising, associate 
professor of medicine and pharmacology and postgraduate medicine 
at KU Medical Center; Dr. Mahlon Delp, professor of medicine and 
chairman of Kansas University’s Department of Postgraduate Medical 
Education; Dr. Herman Drill, chairman of the Academy’s Committee 
on Scientific Assembly and Lederle Laboratories’ manager of educa- 
tional services, Mr. Gerald Eggleston. Dr. Robert Weber, assistant 
professor of medicine and microbiology at the medical center (not 
shown), was also one of the key program planners. 


A HOWling Success— The annual banquet on Saturday evening proved a 
fitting social climax for the State Officers’ Conference. The 123 regis- 
trants and their guests pow-wowed with Dr. Bernard Harpole who was 
master of ceremonies for the evening in the hotel’s Grand Ballroom. 


« Close Harmony — Professional Men’‘s In- 
surance Company of St. Louis, through 
its president, Mr. A. W. Breckenkamp, 
was host at the cocktail-reception Sat- 
urday evening which preceded the ban- 
quet. The strolling trio, always popular 
at these parties, provided accompaniment 
for state songs and old favorites. 


Coffee Breaks — Morning and afternoon > 
coffee breaks found overflowing crowds 
in the Dr. C. B. Francisco Memorial Lounge. 
KU provided personnel and table service 


for the repast, a Lederle courtesy. 


Lederle Luncheon for the Ladies — While the husbands attended the Fri- 
day symposium, Lederle Laboratories hosted the wives at a luncheon in 
Hotel Muehlebach. The luncheon guests were then taken to Independ- 
ence, Mo. for a tour of the historically-important Truman Library. 


a 
Lederle Hosts AAGP and KU — These physicians, a portion of the record- 
setting audience at the Academy-KU symposium, and their wives were 
guests of Lederle Laboratories at a reception Friday evening in Hotel 
Muehlebach’s Grand Ballroom. 


a 
Monogram in Ice — The AAGP mono- AMA Chief—Dr. Leonard Lar 
gram in ice was one of the spec- son, chairman of the AMA's 
tacular table appointments at the Board of Trustees, warned gen- 
Lederle-sponsored reception. eral practitioners to be on 
guard against further govern 


« Under the Totem Pole — Master of ceremonies, Dr. Bernard ment control of medicine. Cit 
Harpole, and other dignitaries of the State Officers’ Con- ing the fact that 700 bills af- 
. ference are shown at the head table during the annual fecting medicine were introduc 
banquet. Left to right are Mr. William Rogers and Dr. ed in the 85th Congress, he 
Paul Read, both members of the SOC Committee; Vice urged the Academy to keep a 
President Charles Cooper, Mrs. Holland Jackson, President vigil on forthcoming sessions. 
Holland Jackson, Banquet Speaker Leonard Larson, SOC 
Chairman Bernard Harpole, Mrs. Harpole, AAGP Board Time for Tea — Saturday activi- 
Chairman John Walsh, Dr. Carroll Witten, member of the ties for the ladies included a 
SOC Committee and Mrs. Mac F. Cahal. Executive Director visit to the Nelson Art Gallery 
Mac F. Cahal is just out of camera range. and a 4 o'clock tea. 
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Pow Wow Shows State Officers 
“How” To Cope With Many Problems 


INDIAN BRAVES from Oregon, California and Louisiana (in 
that order) took home totem pole awards for the best at- 
tendance at the September 20-21 State Officers; Pow Wow 
at the Teepee Muehlebach in Kansas City. Over-all attend- 
ance was 123. Dr. Homer Benson from Hawaii was cited 
for coming the farthest. 

Although the Pow Wow moved briskly under the toma- 
hawk of Chief Bernard Harpole, SOC committee chairman, 
the Headquarters Pocahontas used her tom-tom several times 
to drown out lengthy speakers. 

After AAGP Chief Holland Jackson welcomed the state 
chiefs and braves as a member of the Tejas tribe, succeeding 
speakers were hard pressed to boost their Indian lore above 
that of their white brothers. 

Turning first to one of the key topics—hospital relations 
—Saturday morning speakers stressed that establishing gen- 
etal practice departments and credentials committees, using 
hospital audits and getting top-notch generalists to participate 
in hospital teaching programs are the best ways to enhance 
the general practitioner's position. 

Board Chairman John Walsh felt that establishing a gen- 
etal practice department was the best way to maintain a 
woice for general practice in the hospital staff. To stress in- 
dividual merit, he suggested that thorough clinical review 
surveys be conducted. 

The practice of using a hospital audit was strongly sup- 
ported by Dr. Richard Chamberlain. He believes the medical 
audit, with the results of each doctor's evaluation available to 
any staff member, has done more to improve medical care 
than any single step. 

Dr. Jesse Rising stressed that while only the best qualified 
general practitioners should participate in hospital teaching 
= many capable generalists are just “letting George 

it.” 

In determining staff privileges, AAGP Director John Lind- 
say Says each physician’s training, ability and aptitude must 
be considered. In order to control staff privileges he believes 
there must be a general practice section and within that group 
a credentials committee to evaluate a person's judgment and 
ability. By recommending only good men and then policing 
them, control would be greatly simplified. ‘ 

The morning session closed with a report by Dr. No 
Coulter, chairman of the Academy's Insurance Committee, 
on the progress of the Academy’s insurance program. Whether 
the Jenkins-Keogh Bill (which would permit an annual’ 10 
Pe cent tax deduction for retirement programs) passes in 
the Senate or not, Dr. Coulter announced that the AAGP 
will soon have a group retirement plan ready for its members. 

Over the two-day period several totem poles were awarded, 
three of these being given to the best discussants in the ques- 
tion and answer periods. Winners were Drs. Richard Sheretz, 
Nevada, Dr. John Milligan, Washington and Dr. Norman 

kley, Connecticut, 

Postgraduate education was the hottest topic of the con- 
“fence resulting from Dr. Ward Darley’s presentation on 
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STATE 
OFFICERS 
CONFERENCE 


SEPT. 206-21, 1958 


by Dr. Ward Darley, head of the Association of American Medical Col- 
leges, (far left) on graduate education. Other facets were presented by 
Dr. Robert E. Verdon, Cliffside, N. J.; (left to right from Dr. Darley) 


cussed by this panel which was moderated by Mr. Bill Rogers, San Fran- 
cisco. Left to right are Dr. Seymour Fiske, New York; Dr. Francis P. 
Rhoades, Detroit; Moderator Rogers; Mrs. Anna Payne, executive secre- 
tary of the Oregon chapter and Mrs. Bernard Harpole. 


\ y { “4 \ 3 
‘a How! Ugh! — Headquarters Pocahontas Pat Flannery aided SOC chiefs - 
in carrying ovt heap big Pow Wow. These chiefs who comprise the 
SOC committee also served as moderators. Left to right are AAGP 
Director Paul Read, Omaha, Neb., Mr. Bill Rogers, executive secretary . 
of the California chapter; Miss Flannery; Dr. Bernard Harpole, Portland, + 
Ore. and Dr. Carroll Witten, Louisville, Ky. 
a 
Hospital Relations — Various phases of hospital relations were covered 
by AAGP Board Chairman John Walsh, Sacramento, Calif. (left to right); 
Dr. Richard Chamberlain, Maplewood, N. J.; Moderator Bernard Har-— 7 
pole; AAGP Director John Lindsay, Nashville, Tenn. and Dr. Jesse R. ' 
| Rising, Kansas City, Kan. 
Postgraduate Education — Hot discussions resulted after the presentation : 
| AAGP Director Mary Elizabeth Johnston, Tazewell, Va. and Dr. Rafael C. | 
Sanchez, New Orleans, La. Dr. Harpole also moderated this session. 
Convention Management — Best ways to handle conventions were dis- 
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problems involved in developing general practice residencies. 
An on-the-spot survey showed that the state officers were 
very much opposed to a portion of Dr. Darley’s definition 
of a general practitioner of the future. The gist of the con- 
troversial statement, which had been stated in a letter to 
Northwest Medicine, was that general practitioners should not 
be specifically trained in the technical aspects of any of the 
surgical specialties. He felt their forte should be in the 
psychiatric, rehabilitative and preventive medicine fields. 

To help members meet postgraduate requirements, Dr. 
Robert Verdon suggested as many courses as possible should 
be presented with special attention for men in isolated areas. 
Good courses should be planned well in advance and given 
adequate publicity. He discouraged using courses “designed 
for the general practitioner.” 

AAGP Director Mary Elizabeth Johnston also doubted the 
wisdom of “designed for general practitioner courses,” feeling 
that members should be more concerned with whether the 
course will make them good doctors. As for improving Cate- 
gory I courses, Dr. Johnston feels that they could be meatier 
and more interesting. She urged good liaison with medical 
school deans as many of the courses and most of the course 
faculties are provided by the schools. 

Completing the postgraduate education discussions, Dr. 
Rafael Sanchez used slides to show how to maintain records 
of postgraduate credits. He reported on methods used by 
both large and small chapters, how to report credits and the 
material and procedures used in keeping these records. 

Five facets of convention managemént were covered in 
the final Saturday afternoon session. In the absence of Dr. 
S. A. Garlan, Dr. Seymour Fiske, a fellow New Yorker, pinch 
hit on how to promote attendance. He stressed the import- 
ance of having an outstanding, well proportioned scientific 
program planned and publicized well in advance, good ex- 
hibits, good hotel accommodations and an interesting pro- 
gram for the ladies. 

Dr. F. P. Rhoades presented an elaborate outline on how 
to sell exhibitors. He covered 12 areas. Because of the com- 
plexities, he urged chapters to select a man who will take on 
the job of handling exhibitors for several years. 

The executive secretary of the Oregon chapter, Mrs. Anna 
Payne, said the way to get better speakers and keep them 
happy is to follow several key rules: Start early and contact 
organizations and schools who have listings of good speakers; 
pay the speakers; consider their wishes as to publicity, sched- 
ule entertainment and remember to thank them. 

As for entertaining the ladies, Mrs. Bernard Harpole had 
many interesting suggestions. She particularly stressed the 
importance of hospitality and of planning activities which 
always have “woman” appeal. 

The matter of getting publicity was presented by Mr. 
William Rogers in the form of a taped interview with News- 
paperman George Dusheck of the San Francisco News. The 
answers received from Mr. Dusheck pointed out the neces- 
sity of adequate, efficient press room help, of letting news- 
papers know of dates and program content well in advance, 
of sending stories through proper channels and of maintain- 
ing good service in the press room. 

Sunday morning discussions turned to state chapter pub- 
lications. When a chapter begins a publication, said Dr. S. 
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W. Parks, it is because it is needed. The publication's duty 
then is to print items of news interest relating to the chap. 
ter and to report on all important matters and policies of the 
AAGP. The goal should be to develop and improve each 
publication in keeping with the respective chapter's growth 
and to elicit and heed readers’ criticism. 

Dr. Charles Bryant said the best way to control editorial 
license is to select a competent and experienced editor and 
establish an editorial committee. Policy can then be deter. 
mined in editorial conferences. 

The use of pharmaceutical and other ethical advertising 
is the best way to finance a chapter publication, according to 
Dr. Nolan Armstrong. He explained procedure, rates and dis. 
counts and also pointed out other methods, such as listings, 
which will bring in income. By economizing on such things 
as paper stock, savings can be made when sorely needed. 

The final topic, membership techniques, brought out Dr. 
Paul C. Marston's belief that there’s no reason for the phrase, 
“I'm just a general practitioner.” Instead there should be a 
feeling of pride. 

Dr. Horace Eshbach offered work and cooperation as the 
key words in maintaining good relations with state and coun- 
ty medical societies. As an integral part of the AMA, Acad- 
emy members will thus earn recognition and a louder voice 
in medicine. 

For future members, Dr. James K. Pickens feels we must 
now turn to medical students, yet not overlook the colleagues 
who are still prospects. 

Treasurer A. E. Ritt said the Academy had only begun to 
scratch the surface of potential membership and proposed 
the tenets to be considered in selecting candidates for mem- 
bership. In addition to judging the quality of his work, he 
said character, habits, medical and nonmedical affiliations 
should be considered. 

Next year’s conference is scheduled for September 26-27. 
The SOC committee will be comprised of Dr. Carroll Witten 
as chairman; Drs. Carroll Andrews and Richard Bellaire. 
Mr. Don Jackson, executive secretary of the Texas chapter, 
will serve as advisor. 


were given by AAGP Vice Speaker Horace W. Eshbach, Drexel Hill, Pai 
(left to right) Dr. Paul C. Marston, Kezar Falls, Me.; Moderator Paul Rest) 
Dr. James K. Pickens, Clarksburg, W. Va. and AAGP Treasurer 

E. Ritt, St. Paul, Minn. 


State Chapter Publications — The philosophy, editorial license and finan 
ate chapter publications were the topics of this group. |# 
to right are Dr. Charles G. Bryant, Louisville, Ky.; Moderator Carl 
Dr. S. W. Parks, Fairmont, W. Va. and Dr. Nolan 
City, Okla. © 


: 
4 
j 
> 
, 
pas 
me Membership Techniques — Closing discussions on membership techniques 
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Scientific and Scenic Specialties Slated for Assembly in San Francisco 


Twenty-eight Speakers, Varied Topics 
On April 6-9, 1959 Scientific Program 


Tue Acapemy’s 11TH Annual Scientific Assembly has 
several innovations in store for the thousands of mem- 
bers and wives who will be heading westward to San 
Francisco next spring. 

The April 6-9 date is the latest that any of the 
Scientific Assemblies has been held, but it also fore- 
casts fine spring weather in the fabulous Golden Gate 
City. 

To match the newness of spring, the Committee on 
Scientific Assembly has planned an equally new and 
challenging program. Leading off the entire program 
will be one of the Academy’s own members, Dr. 
Walter H. Judd, who, as one of the nation’s best- 
known Congressmen, needs no introduction. As a 
representative from Minnesota since 1942, Dr. Judd is 
well qualified to speak on “Doctors in a Changing 
World.” 

Dr. Leroy H. Burney, Surgeon General of USPHS, 
has accepted an invitation to discuss “Public Health 
and Its Relation to the Practice of Medicine,” a topic 
often a bone of contention. 

Something really different is in store for the final 
day’s program. Under the subject of ‘'What’s New?,” 
Captain Norman Barr of the Navy Department’s Bu- 
teau of Medicine and Surgery in Washington, D. C. 
will bring family doctors up to date on space medicine. 
As the man responsible for putting instruments in 
satellites which will bring back data on the physiologic 
effects of space travel, no one could be better qualified 
to speak on the subject. 

None of the above named will detract from the other 
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25 headline speakers who will cover many and varied 
topics which are a continuing source of interest to the 
general practitioner. 

In addition to Dr. Judd’s and Dr. Burney’s topics, 
the Monday afternoon program will include immunol- 
ogy and animal diseases that are transmissable to man. 

The Tuesday program will cover atherosclerosis, 
hypertension, cardiac arrest, recognition of surgical 
heart conditions, various aspects of surgery and burn 
therapy. 

Wednesday will be devoted to prematurity and 
postmaturity, premenstrual tension, menopause, or- 
thopedics, neurologic diagnosis of headache and Par- 
kinson’s disease therapy. 

Following Captain Barr’s discussion on space medi- 
cine on Thursday morning, the final subject will be 
diabetes. 

This year’s Committee on Scientific Assembly is 
headed by Dr. Herman E. Drill of Hopkins, Minn. 
Serving with him are Dr. Garra L. Lester, Chautauqua, 
N. Y., chairman-elect of the 1960 Assembly commit- 
tee; Dr. Walter W. Sackett, Miami, Fla., chairman of 
the Subcommittee on Scientific Exhibits; Dr. Elmer 
Ridgeway, Oklahoma City, Okla.; Dr. George V. 
Launey, Dallas, Tex. and Dr. Amos N. Johnson, 
Garland, N.C. 

Former Board Chairman Ivan C. Heron of San 
Francisco has been appointed chairman of the Local 
Arrangements Committee and Mrs. Antonio J. Franzi, 
wife of the president of the California chapter, will 
head the Ladies’ Entertainment Committee. 
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Nephenalin’, the square purple tablet that relieves asthma with nebulizer speed for 4 full 
hours, offers convenience and reassurance to your ambulant asthmatic patient. Placed under the 
tongue, the NEPHENALIN tablet quickly releases 10 mg. of Isoproterenol HCI, the potent homo 
logue of epinephrine, for immediate opening of the airway. Swallowed, the NEPHENALIN tablet 
provides theophylline (2 gr.), ephedrine (3 gr.) and phenobarbital (14 gr.), for sustained 
protection from asthmatic seizure. NEPHENALIN is available for your prescription in bottles of 
20 and 100 tablets. Also available: NEPHENALIN PEDIATRIC. <Zy Looming 
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The complete program, as it has been scheduled, 


is as follows: 


1:30 To 2:00 p.m. 


2:00 ro 3:00 p.m. 


4:00 To 4:30 p.m. 


4:30 To 5:00 p.m. 


9:00 To 9:30 a.m. 


9:30 To 10:00 a.m. 


11:00 ro 11:30 a.m. 


11:30 To 12 Noon 


| full 
r the 
rablet 
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1:30 To 3:00 p.m. 
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K 17, N.Y. 


. Tuesday—April 7, 1959 


Monday—April 6, 1959 


“Doctors in a Changing World” 
Dr. Watrer H. Jupp, Wash- 
ington, D. C. 

“Immunology” (Panel) 

Moderator: Dr. K. F. MEyER, 

San Francisco, Calif. 

Panel Members: 

‘Newer Knowledge of Stand- 
ard Immunization Agents” 
(Diphtheria, small pox, teta- 
nus, pertussis and typhoid— 
schedules, potencies, etc.) 
Dr. GEorrREY EDSALL, 
Washington, D. C. 
‘Immunization Procedures in 
Virus and Rickettsial Dis- 
eases”’ (Flu, polio) 
Dr. Epwin H. LENNETTE, 
Berkeley, Calif. 

‘Public Health and its Relation 

to the Practice of Medicine” 
Dr. Leroy H. Burney, Wash- 
ington, D. C. 

**Animal Diseases Transmissable 

to Man” 

‘James H. Sree ez, p.v.m., U.S. 
Public Health Service, At- 
lanta, Ga. 


“The Effect of Dietary Fat on 
Serum Cholesterol and its Rela- 
tion to Atherosclerosis” 
Dr. Francisco GRANDE, Min- 
neapolis, Minn. 
**Hypertension” 
Dr. ArTHuR Dal- 
las, Tex. 
**Cardiac Arrest” 
Dr. W. H. Snyper, Jr., Los 
Angeles, Calif. 
“Recognition of Surgical Heart 
Conditions” 
Dr. Norman E. SHumway, 
San Francisco, Calif. 
“Surgery” (Symposium) 
1. Surgical Convalescence— When 
Does it End ? 
Dr. Frep Bentey, Portland, 
Ore. 


Welcoming Sight—Fabulous “Bay” Bridge is shown at night from 
the Oakland side. Across the bay can be seen the skyline of San 
Francisco, a city of sophistication and charm. 


Typically San Franciscoo—Quaint cable cars, Chinatown, colorful 
Fisherman’s Wharf, the Japanese Tea Garden, Golden Gate Park 
and flower vendors all add to the breathtaking panorama of San 
Francisco. These and many more sights await Assembly visitors 


next April. 


4:00 To 5:00 p.m. 


2. Regional Enteritis 
Dr. Jort Baker, Seattle, Wash. 

3. Hernia Repair 
Dr. Frep Hickens, Salt Lake 
City, Utah 

Therapy” 

1. The Body’s Response to Burns 
Dr. W. D. Snivety, Jr., 
Evansville, Ind. 

2. Immediate Therapy in Burns 
Lr. Cort. Epwarp H. Vocet, 
Jr., Brooke Army Hospital, 
Fort Sam Houston, Tex. 
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CAMP TRACTION APPARATUS 


for positive therapy, comfortable use in hospital or home 


CAMP-ANDERSON TRACTION LEGGING 


Easy-to-use, one-piece unit 


A simple one-piece apparatus for lower extrem- 
ity skin traction, the Camp Anderson Legging is 
fabricated with attached straps and buckles so it 
may be applied by inexperienced hospital per- 
sonnel. Made from skin-adhering foam rubber 
covered with soft, strong coutil with an aerated 
elastic back inset for shaping to the leg. May 
be washed or autoclaved. 


CAMP HEAD HALTER 


Available in complete set or individual units 


The improved Camp Head Halter is lined with 
foam rubber vulcanized to strong tackle twill 
for patient comfort and better fit. Camp’s side 
buckle opening feature permits presetting by 
doctor or “oweear for easy donning and remov- 
ing in the hospital or at home and makes it pos- 
sible to apply the halter without movement of 
the patient's head. The notched spreader bar 
affords use in varying widths. 


Ci! 
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S. H. CAMP and COMPANY 
Jackson 
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Wednesday—April 8, 1959 


9:00 ro 10:00 a.m. ‘‘Prematurity and Postmaturity” 


The Premature Baby: A Persistent 


Challenge 
Dr. James L. Dennis, Oak- 
land, Calif. 
Postmaturity 
Dr. Mrircnew J. Necurow, 
Chicago, Ill. 
11:00 ro 11:30 a.m. “Premenstrual Tension” 
Dr. Ernest W. Pace, San 
Francisco, Calif. 
11:30To 12NooN “Menopause” 
Dr. Epwin Overstreet, San 
Francisco, Calif. 
1:30 ro 3:00 p.m. “Orthopedics” (Symposium) 
1. Soft Tissue and Joint Injuries 
to Children 
Dr. J. Vernon Luck, Los 
Angeles, Calif. 
2. Fractures in Children Are Dif- 
ferent 
Dr. Watrer P. Biount, Mil- 
waukee, Wis. 
3. Foot Deformities in the Newborn 
Dr. Joun H. Mor, Minne- 
apolis, Minn. 
4:00 ro 4:30 p.m. “Neurologic Diagnosis of Head- 
ache” 
Dr. Jose Garcia-OLLer, New 
Orleans, La. 
4:30 70 5:00 p.m. ‘“‘Parkinson’s Disease Therapy” 


Dr. Donatp McRag, San 
Francisco, Calif. 


Thursday— April 9, 1959 


9:00 ro 10:00 a.m. ‘‘What’s New?” 
Carr. Norman Barr, De- 
partment of the Navy, Wash- 
ington, D. C. 
11:00 ro 12:00 a.m. “Diabetes” 
Old Concept 
Dr. RicHarp M. JoHNson, 
Long Beach, Calif. 
New Concept 
Dr. Bertranp E. Lowen- 
STEIN, Baltimore, Md. 
Psychological Concept 
Dr. Laurence W, KiInsELt, 
Oakland, Calif. 


For those wishing to make early reservations, a 
hotel form appears on page 249. 
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The Waterfront—Ships from all over the world unload their cargoes 
at San Francisco’s waterfront. 


Civic Auditorium—The scientific program, technical and scientific 
exhibits of the 11th Annual Assembly will again be housed in Civic 
Auditorium. This was also the site of the 1951 Assembly. 


Varied Trips Offered to Members Going 
To Post-Assembly Scientific Congress 


Post-AssEMBLY TRIPS which will be combined with the 
1959 Invitational Scientific Congress have been 
planned to offer a sufficient variation of activities to 
avoid duplication with previous post-Assembly trips to 
the Islands. 

Sightseeing has been divided into two programs— 
one consisting of the customary Island excursion for 
those making their first trip and the other comprised 
of visits to areas less frequented. In addition, extensive 
outer Island visits are offered with the choice of a com- 
bination of Maui-Hawaii, Kauai Hawaii or the Island 
of Kauai alone. 

Special functions, peculiar to Hawaii, will consist of 
a native Luau, a Malihini party and the internation- 
ally famous broadcast, ‘Hawaii Calls.” 

Specifically, the Malihini party will be the visitors’ 
special welcome to the Islands. It will give them an 
opportunity to visit with other Academy members and 
to meet colleagues from the Islands. The Luau, a com- 
bination of exotic native delicacies and hauntingly 
beautiful chants and expressive ceremonial dances, is 
one of the most popular festivities. 

Visiting Academy members will also be guests for 
the luncheon preceding the “Hawaii Calls” broadcast 
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withdrawal bleeding 
no estrogen dependence 


(chlorotrianisene) 


the long-acting oral estrogen 


therapy that follows nature’s course—race, unlike any other estrogen, stores itself 
in the patient’s body fat. Released naturally ...slowly, evenly... like a hormonal secretion, TACE 
provides prompt relief of menopausal symptoms plus sustained symptom-free maintenance because 
of the unique TACE depot effect. 


smooth adjustment to postmenopause state—The longer-lasting estrogenic activity 
of TACE gently “attunes” the autonomic nervous system to lower estrogen levels. In this manner, 
TACE helps the troubled patient go through her “change-of-life” as smoothly as does the meno- 
pausal woman who has few physiologic problems. Withdrawal bleeding...‘‘false periods”... 
seen with short-acting estrogens is avoided. o) 


symptoms seldom recur — After cessation of therapy, most 


patients require no further treatment, which tends to eliminate the Merrell 
dependence frequently encountered with short-acting estrogens. SINCE 1628 


TRADEMARK: TACE® 


dosage —2 TACE capsules daily for thirty days can provide a symp- tHe wm. s. werwert company 


jew York - CINCINNATI - St. Thomas, Ontario 


tom-free menopause. Additional courses may be given, if needed. Product of Original Merrell Research 
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which will highlight to the nation the activities of the 
1959 Invitational Scientific Congress. 

Aside from these functions, the Hawaii Academy 
of General Practice has made arrangements for a “No 
Host” cocktail-buffet at the Oahu Country Club. An 
optional golf outing will be available for members. 

To satisfy a wide range of preference, members will 
have their choice of accommodations at five of Hawaii’s 
most outstanding Waikiki Beach hotels—Princess 
Kaiulani, Surfrider, Moana, Reef and the Royal 
Hawaiian. Transportation will be provided by air in 


both directions, or those preferring may return on a - 


Matson luxury cruise ship affording five leisurely days 
at sea. 

One of the most important features of the trip is the 
outstanding scientific program which is being prepared 
and presented by the Hawaii chapter and the AAGP’s 
Committee on the 1959 Invitational Scientific Congress. 
The committee is comprised of Dr. Norman R. Booher 
of Indianapolis, Ind., as chairman, and Dr. Floyd C. 
Bratt of Rochester, N. Y. and Dr. M. C. Wiginton of 
Hammond, La. 

Persons planning to attend the congress and take 
part in the trips will leave by air from San Francisco at 
11 p.m. on April 9 following the close of the Academy’s 
llth Annual Scientific Assembly. All groups will 
arrive in Hawaii the morning of April 10. The follow- 
ing four trips are offered: 


“ONE” Round trip by air 10 days 
“Two” Round trip by air 10 days 
Including outer-Island 
“THREE” Over air, return sea 16 days 
“Four” Over air, return sea 16 days 


Including outer-Island 


All members will be receiving a special mailing on 
the travel program which includes in detail the various 
plans. Lee Kirkland Travel of Kansas City will again 
handle the travel arrangements. 

Lee Kirkland Travel also announces that a special 
train, leaving from Chicago, will carry persons to San 
Francisco for the Annual Scientific Assembly April 6-9. 

For persons who will be unable to go to Hawaii, 
there will be a special excursion to Las Vegas after the 
meeting. 

The program for the Invitational Scientific Con- 
gress, now in the planning stages, will be announced 
in the near future. Category I postgraduate study 
credit will be given for attendance. 


Royal Hawaiian Hotel—Of the five outstanding Waikiki Beach hotels 

where post-Assembly guests will be staying, the Reval Hawaiian 

= be headquarters for the 1959 AAGP Invitational Scientific 
Zress. 
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Five Leisurely Days at Sea—VFor those who wish, the return trip 
from the Islands may be made on a Matson luxury liner. 


Typically Hawaiian—Dancing under the stars is but one of the 
Island treats which awaits post-Assembly travellers. 
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BEFORE THE URINALYSIS, STOP THE PAIN: 


Pyridium relieves urinary tract symptoms of pain, burning, frequency | /  Waaner- 
and urgency in less than 30 minutes...is compatible with the antibac- | [emstcorr 
terial of your choice...a quick-acting analgesic for instrumentation or 


blader function, reduces pooling of infected urine. PY RIDIUM 


(BRAND OF PHENYLAZO-DIAMINO-PYRIDINE HCI) 


MORRIS PLAINS, N. u. 
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Trends and Events in the Nation’s Capital 
From GP’s Special Washington Correspondent 


Concress has taken steadily increasing interest, year 
after year, in medical affairs and 1958 was no excep- 
tion. The legislative session, recently concluded, pro- 
duced laws extending federal subsidy programs in 
construction of hospitals and medical research fa- 
cilities, authorizing government grants to schools of 
public health, directing the President to call a national 
conference in 1961 on health and welfare problems of 
the aging and broadening this country’s participation 
in international health. 

In addition, investigations and public hearings by 
House committees into sales and uses of tranquilizer 
drugs, weight-reducing compounds and certain denti- 
frices attested to the lawmakers’ concern with adver- 
tising claims for over-the-counter products. 

Finally, but far from least, both the House and 
Senate demonstrated greater interest than ever before 
in two important subjects—medical and hospital care 
for recipients of social security benefits and the De- 
partment of Defense Medicare program for dependents 
of military personnel. The former came up in connec- 
tion with hearings and debate on amendments to the 
Social Security Act. Medicare discussions on Capitol 
Hill centered around the question of how much money 
Congress should appropriate for this activity, to be 
paid out to participating physicians and hospitals 
throughout the nation. 

Congress enacted no bills which might be described 
as drastic, or even unexpected, as far as medical mat- 
ters were concerned. It rejected the Forand bill on 
“free” hospitalization and limited surgical benefits for 
the aging and it refused to endorse the idea of federal 
grants to medical schools for expansion of physical 
facilities. 

Nevertheless, all signs pointed to perpetuation of 
Congressional preoccupation with the economics, 
quality and professional preparation for medical care 
and its administration when the 86th Congress con- 
venes in January. 


Pilot Physical Deductible 


The Internal Revenue Service has ruled that the 
cost of medical examinations requisite to certification 
as an airline transport pilot are deductible as business 
expenses. However, any treatment indicated by such 
examinations is held by IRS to be a personal affair, 
not business, for tax purposes. 


GP October 1958 


Following is the pertinent portion of the bureau’s 
ruling: 

‘A taxpayer, employed as a flight agent, is required 
by his employer to hold an airline transport pilot 
certificate and a current medical certificate. A medical 
examination, required before the employee can receive 
the certificate, must be taken twice a year at his own 
expense. 

“The failure of the employee to secure the medical 
certificate would result in the termination of his em- 
ployment. 

**Held, under the circumstances in the instant case, 
the cost to an employee of securing periodic, routine, 
physical examinations sufficient to establish his physi- 
cal fitness to retain his position may be deducted as 
ordinary and necessary business expenses under sec- 
tion 162 (a) of the Internal Revenue Code of 1954. 

‘However, any additional expenses incurred by an 
employee for the purpose of securing medical aid or 
physical correction required to enable him to maintain 
his physical fitness necessary to retain his position 
may not be claimed as a business expense, but only as 
a medical expense deduction within the limitations 
of section 213 of the Code.” 


New VA ‘Home Town’ Overseer 


Dr. Turner Camp, a Californian and a graduate of 
Chicago Medical School, is the new overseer of Vet- 
erans Administration’s “home town” medical care 
program. 

Dr. Arthur J. Klippen, who had held the position— 
officially known as director of outpatient clinic oper- 
ations—since April, 1956, has been advanced to chief 
of the hospitals division in VA. Dr. Camp was brought 
to Washington as his successor from Los Angeles, 
where he was chief medical officer for outpatient 
services. 

Administration of the “home town,” or fee basis, 
program as well as outpatient care in VA regional 
offices and hospitals will be Dr. Camp’s responsibility. 
His duties include the preparation and adjustment of 
fee schedules with state medical societies and other 
intermediaries. 


Vast Hill-Burton Scope 


The vast scope of the Hill-Burton program, through 
which the federal government has been subsidizing 
construction of nonprofit hospital beds and auxiliary 
facilities since 1947, is illustrated by its latest annual 
report. 

As of the fiscal year’s close on June 30, 1958, a total 
of 3,972 projects had been approved, with an estimated 
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ANSWERING DOCTORS’ QUESTIONS... 


The fomilior Model 51 Viso Cardiette- in 
use today throughout the world — is avail- 
able as always. This larger, heavier (34 Ib.) 
instrument is the “office standard” in thou- 
sands of practices. Price $785 delivered. 


about the SANBORN Model 300 Visette electrocardiograph 


The text and pictures in this new 12-page booklet tell the story 
of the Sanborn Visette ECG in a unique way: as answers to 
actual questions asked by hundreds of doctors — at medical con- 
ventions, in correspondence, in conversations with Sanborn 
people. Many of these questions are probably ones you might 
also ask, to get a clear picture of just how a Visette might fit 
into your own practice and diagnostic procedures. Here are 
facts you can use, presented from the doctor’s point of view. 


On simplicity and ease of Visette operation, for example, the 
booklet pictures and describes such features as automatic stylus 
stabilization, as leads are switched; pushbutton grounding; 
automatic shut-off when the cover is closed; quick, jam-proof 
paper loading, in seconds. And graphic proof of true portability 
— that allows you to take a Visette on any call — is dramati- 
cally illustrated by the Visette’s 18 pound weight and “brief 
case” size. Your nurse or technician can carry a Visette as 
easily as a portable typewriter, and this modern ’cardiograph 
takes the same space on her desk as a letterhead! 


Your colleagues’ questions — answered by those who designed 
and built this first truly portable ECG — can have special 
value to you. Send for your copy of this useful booklet now. 
And when you would like a Visette demonstration in your own 
office, or details of the no-obligation, 15-day Trial Plan, call 
the Sanborn representative in your area. 


SANBORN COMPANY 
MEDICAL DIVISION 
175 WYMAN STREET, WALTHAM 54, MASS. 
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total cost of $3,322,981,111. Of this amount the federal 
share was slightly under one-third, or $1,023,898,028. 

Already in operation when the report was filed were 
2,642, or almost exactly two-thirds of the projects 
approved. Another 1,176 were under construction and 
the remainder—154—had received initial approval. 

The over-all program to date has produced 170,094 
hospital beds, 1,069 health centers and several hun- 
dred rehabilitation centers, nursing homes and diag- 
nostic and treatment units. 


No ‘Hot Tea’ Scare 
Food and Drug Administration recently deflated a 


“hot scare. 

According to press reports, a cargo of Japanese tea 
enroute to New York by freighter had been found to be 
radioactive. Samples of the tea were analyzed and re- 
sults were negative. 

FDA Commissioner George P. Larrick disclosed that 
the tea’s strontium 90 content was one-tenth of the 
permissible amount, and therefore “we have concluded 
that it is safe and may be released for sale.” 


Also see the AMA Washington Report, page 245. 


USPHS Urges Influenza Vaccination 
This Fall as Preventive Measure 


U.S. Pustic HeatrH Service is recommending in- 
fluenza vaccination this fall among groups wishing to 
guard against absenteeism in their professions or oc- 
cupations, and among those to whom the disease 
might be an added health risk. 

Dr. Leroy E. Burney, PHS Surgeon General, says 
that while there is no indication at present of wide- 
spread attacks of influenza this fall and winter there 
undoubtedly will be some cases, making vaccination a 
prudent measure for certain groups and individuals. 

Dr. Burney stressed in his recommendation that 
practicing physicians should be the judges of whether 
or not to vaccinate individuals. 

He said groups which should be considered for 
vaccination include hospital staffs whose services are 
necessary to the care of the sick; groups of persons 
living in close proximity where influenza could spread 
rapidly, such as institutions; industrial or service 
groups, big or small, in occupations where the sudden 
absence of a sizeable part of the force would create 
serious disruption of the work; and individual patients 
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or groups who have a special risk, such as the aged, the 
chronically ill and pregnant women. This risk group, 
Dr. Burney said, should be the special area of con- 
sideration for the private physician. 

PHS points out that there are now ample supplies 
of influenza vaccine of the polyvalent type, containing 
immunizing material against the important strains of 
influenza, including the Asian strain, and that vac- 
cination should be planned now. 


Doctors’ Nurses Now Have Own Group, 
American Registry of Doctor’s Nurses 


Tue American Recistry of Doctor’s Nurses is a new 
nationwide organization designed to bring national 
recognition to the woman who has made a career of 
serving as a nurse in a doctor’s office or in a clinic. 

To become a member, a nurse need not necessarily 
be an R.N. or an L.P.N. The chief requirement is that 
the applicant must have had a minimum of six months’ 
experience as a doctor’s nurse and the application 
must be signed by the physician. Only nurses em- 
ployed by doctors of medicine who are members in 
good standing of American Medical Association will 
be considered. 

There is a $2 application fee and an annual sub- 
scription fee of $10 for the registry benefits and serv- 
ices. 

The registry which began its activities on January 1 
had approximately 2,000 members in its early months, 
covering 48 states. Officials of the organization an- 
ticipate 100,000 members in approximately two years. 

As part of its educational program, the organization 
will publish a periodical, The Doctor’s Nurse, which will 
be sent to each member. Dr. Albert S$. Trulock, Jr. 
will serve as editor for the first edition. The periodical 
will have articles by doctors, nurses and others on 
topics of interest to the doctor’s nurse. 

In addition to the recog- 
nition and educational fac- 
tors, members will benefit 
from the registry’s group 
insurance program. 

Members of RDN will be 
identified by an official pin 
which they are to wear 
while in uniform (see cué), 
thus distinguishing them 
from other white uniform 
groups. Official car stickers 
and metal emblems for 
members to use are also 


available. 


Official Pin of RDN—Mem- 
bers of the new American 
Registry of Doctor’s Nurses 
can be identified by this pin. 
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Officers of the new organization are its founder, 
Ralph Z. Bell of Marianna, Fla., who is president and 
Miss Evelyn W. Bickford, secretary. The governing 
body is an advisory board, composed of registered 
nurses and physicians. 

The idea for such an organization started with Mr. 
Bell, a salesman employed by Estes Surgical Supply 
Company. During his career he has come to know a 
large number of doctors’ nurses and the problems and 
frustrations associated with their job. He felt that some 
of the difficulties stemmed from the fact that a great 
majority of nurses employed by physicians had no 
common identity or association. They received no 
publication. Their employers receive a large volume 
of highly technical magazines, not geared for the 
nurses, and the registered nurses’ publications go only 
to a select group. 

Because of the shortage of registered nurses, the 
individual physician’s office has undertaken a program 
of training, education and guidance to fill this lack of 
skilled help. The result has been a voluminous semi- 
skilled, but highly specialized group without national 
recognition. 

Under the guidance of the advisory board the idea 
for RDN took hold and grew. In June, steps were taken 
to make it a nonprofit organization. Plans now are 
being projected to institute state and local chapters. 


Actors Banned from Portraying Doctors, 
Dentists and Nurses in TV Commercials 


EFFECTIVE January 1, 1959, the National Association 
of Broadcasters will ban the practice of letting actors 
portray physicians, dentists and nurses in television 
commercials. 

Roger W. Clipp, chairman of NAB’s television code 
review board, said the new rule has been endorsed by 
the American Medical Association and American Den- 
tal Association. 

The decision can also be considered a triumph for 
the New York State Medical Society which has con- 
ducted a crusade this year against phony TV “‘doc- 
tors.” 

The following is a four-point interpretation of the 
new regulation: 

1. The ban precludes any appearance in com- 
mercials of actors portraying physicians, dentists or 
nurses even though such portrayals are visual only. 

2. The use of any props or settings that might give 
the impression that the individual speaking could be 
amember of the medical, dental or nursing profession, 


when in fact he is not, is not acceptable, regardless of 
intent. 
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3. Reference by an announcer to comprehensive 
scientific research, studies or surveys, fully supported, 
is not affected by the amendment. 

4. Because of the need for time to effect the re- 
quired changes, filmed commercials produced before 
June 18 may be used until January 1, 1959. 

A total of 308 stations and the three networks sub- 
scribe to the trade organization’s television code. The 
code was established to encourage standards of good 
practice by its voluntary subscribers. 


National Medical Association Hears 
Dr. Jackson Speak on Family Doctor's Future 


ADDRESSING THE 63RD annual convention of National 
Medical Association on August 12 in Milwaukee, Wis., 
Academy President Holland T. Jackson expressed the 
hope that the AAGP will continue to prove its value 
against the test of time as successfully as has the Na- 
tional Medical Association. 

Referring to the association’s 63 years of existence, 
Dr. Jackson pointed out that those years in themselves 
are a most worthy achievement. 

**To me it points out clearly the fact that purposes 
and principles guiding your energies are sound and 
strong—well able to withstand the shifting vagaries 
we sometimes find in the world today,” he said. 

Telling of the history of the American Academy of 
General Practice, Dr. Jackson spoke of its me 
and aims and of its 24,000 members. 

‘Such a spontaneously rapid growth could not have 
occurred without reason,” he said. “There had to be a 
binding force, and I see it in the objectives that were 
established that early year. They are objectives that 
have never changed.” 

With the beginnings of scientific medicine in the late 
19th century, it became impossible for one man to 
know all there was to know about medicine. Despite 
years of formal education he 
could only learn so much, 
Dr. Jackson pointed out. 

Thus medical care 
reached the era of speciali- 
zation and with it the sec- 
ondary effect that special- 
ists began setting up ex- 
amining boards to decide 
who could join their ranks. 
Medical students drastical- 
ly shifted away from gen- 
eral practice—the family 
doctor found he was not 
allowed to engage in many 


hears President Jackson at 
its 63rd annual convention. 
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medical and surgical procedures, despite more than 
adequate training. People lost respect for the family 
doctor, regarding him as the bearded old gent with 
frayed cuffs and a kindly countenance. 

“Worse yet,” Dr. Jackson reminded his audience, 
“they forgot that choosing the proper specialist is part 
of the family doctor’s job and that self-diagnosis may 
be costly and dangerous.” 

By 1947 general practitioners were in short supply. 
To counteract the pendulum’s swing the Academy was 
founded. 

Dr. Jackson said the foundation for all Academy 
progress was in the recognition that a good family 
physician must continue his education at the post- 
graduate level in order to best serve his patients and 
society. The requirement of 150 hours of approved 
postgraduate study every three years has been effective, 
so much so that a considerable number of members 
are dropped each year for failure to comply. : 

As for one misconception that arises from time to 
time, President Jackson said: ““The Academy never 
has and never will endorse any proposal that general 
practitioners as a group must be given a blanket right 
to full and complete hospital privileges. On the other 
hand, the Academy will just as strongly fight any case 
that arises where general practitioners as a group have 
been denied privileges merely bocouane they are gen- 
eral practitioners.” 

“The word privileges ts most important, ” Dr. Jack- 
son told his audience. ‘‘A physician must prove that 
his ability earns those facilities for him. However, we 
all have the obligation to allow every doctor the oppor- 
tunity to prove his ability. That is a right I think each 
of us has—the right to be judged on our individual 
merits.”” 

Mentioning the advances that have been made in 
the education field to stimulate greater interest in 
general practice, Dr. Jackson also said that several 
commissions and committees are now working to set 
up acceptable minimum uniform standards of educa- 
tion that will best insure that future family physicians 
will have a training program designed to equip them 
for modern-day practice. 

He stressed to his audience that only if medicine 
maintains truly unified ranks can it continue to win the 
respect of the public. ‘In this way, and this way only,” 
said Dr. Jackson, “can we prevent the encroachment 
of others who would destroy the American system of 
private medicine and the patient’s right to the free 
choice of physician. 

In pointing out that many NMA members already 
belong to the Academy, President Jackson issued an 
invitation to others who can meet the membership 
qualifications. 
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General Practitioner-Psychiatric 
Program Gets $1.3 Million from Congress 


CONGRESS HAS VOTED $1.3 million for use in a program 
to bolster the general practitioner’s psychiatric skills. 
The report of the Senate Appropriations Committee 
recommends two areas of use for the fund, however, 
which have not yet been accepted by the Academy’s 
Committee on Mental Health. This committee works 
in conjunction with the General Practitioners’ Educa- 
tion Project of American Psychiatric Association. 

The congressional report, dated June 17, 1958, 
states that the committee was deeply impressed with 
the testimony from American Psychiatric Association 
on the need for training general practitioners in 
psychiatric skills. 

The report states, ‘As Dr. Charles Goshen of Amer- 
ican Psychiatric Association noted, it will take an- 
other 15 to 20 years to double sine number of available 
psychiatrists. In the intervening years, we must use 
the many skills of the family physician.” 

The Senate committee therefore recommended that 
a special allocation of $1.3 million be made for the 
training of the general practitioner in the following 
two areas: 

1. $800,000 to finance fellowships for those general 
practitioners who desire to take a three-year residency 
leading to qualification as a psychiatrist. At present 
the Institute awards only two fellowships for general 
practitioners in this program. According to testimony 
received from American Psychiatric Association and 
other witnesses, there are hundreds of general practi- 
tioners who would go into the field of psychiatry if 
fellowships were available. 

2. $500,000 for pilot project grants in various 
methods of training the general practitioner in psy- 
chiatric skills. This would be a flexible program fol- 
lowing the lines of recommendations made a year ago 
before this committee by Dr. Francis Braceland on 
behalf of American Psychiatric Association. 

The Academy’s Mental Health Committee feels that 
such a fund should help equip a general practitioner 
to recognize and handle psychiatric cases, but that its 
purpose should not be to transform him into a psy- 
chiatrist. 


Approximately 800 General Practice 
Residencies Approved in This Country 


THERE ARE NOW more than 200 hospitals with approved 
general practice residencies, providing approximately 
800 such positions in the United States. 

During the Residency Review Committee’s semi- 
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annual meeting, it considered 78 general practice 
residency programs, 23 of which were new applications. 
All of these programs had been inspected by American 
Medical Association’s field staff in the six months 
preceding the committee’s June 25 meeting. 

The committee reports that during the past few 
years there has been a steady increase of hospitals 
offering two-year general practice residencies that 
conform to or exceed the minimum requirements out- 
lined in the ‘Essentials of Approved Residencies.” 

Some programs, however, were disapproved this 
year for failure to qualify under the “Essentials.” 
Three hospitals voluntarily withdrew their programs. 

The Residency Review Committee is made up of 
representatives from the AAGP and AMA’s Council on 
Medical Education and Hospitals. It is authorized to 
act as the approving body for general practice resi- 
dencies under the policies and “Essentials” adopted 
jointly by the two parent organizations. 

The Academy representatives are Dr. Louis F. 
Rittelmeyer, Jr., chairman; Dr. William J. Shaw and 
Dr. Jesse D. Rising. 


Flu Epidemic Expected To Affect 
Life Span of Persons Born in 1957 


AVAILABLE MORTALITY DATA indicates that the expecta- 
tion of life for persons born in 1957 will be somewhat 
lower than that in the immediate preceding years be- 
cause of the effect of the influenza epidemic in the last 
quarter of the year. 

However, the life span is not expected to dip much 
below the 69.6 year figure in 1956, according to 
statistics released by Metropolitan Life Insurance 
Company. 

Actually, the average length of life has changed 
very little in the past few years. The 69.6 span in 1956 
was the same as the previous record high established 
in 1954 and was only slightly higher than the average 
of 69.5 years in 1955. 

The remarkable progress made in lengthening the 
average lifetime in our country is evidenced by the 
fact that the 1956 average was three years greater than 
the 1946 figure and 20 years more than at the turn of 
the century. 

Metropolitan’s Statistical Bulletin says that accord- 
ing to mortality conditions prevailing around 1900, 
one-fourth of the newborn would fail to reach their 
25th birthday; now only 5 per cent are not likely to 
attain that age. 

The report also pointed out that half the children 
born at the turn of the century could expect to survive 
to age 58; currently that proportion may reach age 73. 
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Other interesting comparisons: 

The differences between the sexes were considerably 
smaller around 1900; namely, less than three years at 
birth and only about one year at age 56. 

Although recent gains in longevity have been greater 
for the nonwhite than for the white population, the 
average length of life for the nonwhites still lags. The 
difference amounts to as much as 7.8 years among fe- 
males and 6.2 years among males. 

The improvement in mortality and longevity has 
been greatest for children and young adults. 


Just What Our Doctors Ordered Is New 
Cookbook by Columbus Doctors’ Wives 


Just What Our Doctors Ordered is a new cookbook 
individualized by its nine authors, all of whom are 
wives of well-known physicians in Columbus, Ohio. 

Hand-penned specialty recipes, all “party” tested 
by the authors and their husbands, have been incor- 
porated into a book by Estalene Rardin & Company of 
Columbus, Ohio. Mrs. Rardin is the wife of Academy 
Member Thomas E. Rardin. 

The other authors are Mmes. Nina Bonnell, wife of 
Dr. Rollo W. Bonnell; Mary Virginia Harding, wife of 
Dr. George T. Harding; Marion Marsicano, wife of 
Dr. Ralph Marsicano; Gwendolen Pavey, wife of Dr. 
Charles W. Pavey; Mary Pritchett, wife of Dr. Clark 
P. Pritchett; Carabelle Schoene, wife of Dr. Robert 
Schoene ; Elisabeth Taylor, wife of Dr. Kenneth Taylor 
and Ruth von Haam, wife of Dr. Emmerich von Haam. 

Beautifully bound in white leatherette and decorated 
with a tasteful gourmet design, the book is loose leaf 
which permits expansion. In addition, only one side of 
each page has been used so that new recipes may be 
added. The book is sectionalized for easy usage. For 
the personal touch each recipe has been hand written 
and signed by the donor. 

The forewards, Word from the Cooks” and 
Word from Our Husbands” tell how the recipe book 
idea developed. The nucleus of the group started 25 
years ago when eight couples, fresh out of medical 
school, gathered informally for pot-luck suppers. 
Admittedly, the forward states, ‘In our early days our 
dinners occasionally left much to be desired.” 

Time improved all that. Since 1946 nine couples 
have met each month—the drawing card being a gour- 
met’s menu. At the December 1956 party the ladies 
decided to begin on the cookbook. Nine meetings and 
four months later the book was completed. Recipes 
were tested at each meeting. 

Besides the authors’ contributions are the favorites 
of many of their friends. 
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sleepers 


® Although advanced age itself is not detrimental 
to sleeping well, elderly people who live alone, 
including both widows and widowers, sleep less well 
than those who are married. Sleep during the day 
does not cut into nightly rest in this group. 


* * 


® Sleep paralysis may occur more often than realized. 
It happens just before and after sleeping, lasts from 
a few seconds to a few minutes—may be 


accompanied by the inability to speak or hallucinations. 


It is not necessarily accompanied by narcolepsy or 
catalepsy. Depending upon the case, psychological, 
physiological or no treatment may be given. 


* * * 


“Come, sleep, O sleep, the certain knot of peace, 

The baiting place of wit, the balm of woe 

The poor man’s wealth, the prisoner’s release, 

Th’ indifferent judge between the high and low. . . .” 
—Sir Philip Sidney 


You can trust Lorusare®—new intermediate- 

acting barbiturate—to bring sleep quickly 

and dependably. It puts patients to sleep in fifteen to 
thirty minutes—sleep that lasts a natural sleep 

span of six to eight hours. Former insomniacs awake 
refreshed—without lethargy. LorusaTE’s new 

form, slender purple Caplets,® is not easy for patients 
to recognize, will appeal to those who resist 

“sleeping pills,” particularly geriatric patients. And 
add a prescription for Lotusate to the next 
International Certificates of Vaccination that you 
make up for a traveler-patient. 


e 
LABORATORIES 
New York 18, N. Y. 


Lotusate (brand of talbutal) and Caplets, trademarks reg. U.S. Pat. Off. 
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Medical News in Small Doses: 


Two ACADEMY MEMBERS have been appointed to ser\e 
in a liaison capacity between the AAGP and the Air 
Force and the Navy, assisting in the program of gen- 
eral practice residencies. Dr. Francis L. Land of I't. 
Wayne, Ind. will be the liaison with the U.S. Air Force 
and Dr. John Lindsay of Nashville, Tenn. will serve 
in a liaison capacity with the Bureau of Medicine and 
Surgery of the Navy. ... Dr. Fred Simonton of 
Chickamauga, Ga. represented the Academy at a Sep- 
tember 15-16 meeting called by the U.S. Public Health 
Service in Atlanta, Ga. The meeting, a conference on 
control of staphylococcal infections, was held under 
the joint sponsorship of National Research Council 
and Public Health Service. ... On a political note, 
Mrs. Helen Baumgartner, wife of former AAGP Di- 
rector E. I. Baumgartner of Oakland, Md., was recently 
elected to the Democratic State Central Committee. 
This is the first time in Garrett County’s history that a 
woman has been elected to the post. . . . Dr. Garra L. 
Lester of Chautauqua, N. Y., chairman-elect of the 
Academy’s Committee on Scientific Assembly for 1960 
in Philadelphia, now heads the New York State Health 
Officers Association. . . . First issue of The AMA News, 
new bi-weekly newspaper of the American Medical 
Association, has made its debut. Editor Jim Reed, is a 
long-time Kansas newspaperman and a trustee of 
William Allen White Foundation at the University of 
Kansas. ... A revised Directory of Medical and Bio- 
logical Research Institutes of the U.S.S.R., more com- 
prehensive than the original 1957 edition, has been 
issued by the National Institutes of Health. Its purpose 
is to facilitate the exchange of scientific information 
between the United States and Russia, to provide ma- 
terials for the study of the organization of Russian 
biomedical research and to assist scientists in planning 
visits to Russian research centers. .. . November | is 
the deadline for applications for a residency in pedi- 
atric oncology at Memorial Center for Cancer and 
Allied Diseases in New York, lasting from July 1, 1959 
to December 31, 1959. Information may be received 
from the director of pediatric service at the Memorial 
Center, 444 East 68th St., New York 21, N.-Y.... 
Persons wishing to enter American Urological Associ- 
ation’s annual essay competition must submit their 
original contributions to AUA’s Executive Secretary 
William P. Didusch, 1120 North Charles St., Balti- 
more, Md., prior to December 1. Prizes of $500, $300 
and $200 will be given. .. . Dr. Gradie R. Rowntree 
of Louisville, Ky., was recently elected second vice 
president of Industrial Medical Association at its 
national conference in Atlantic City. 
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CONTINUED FROM PAGE 3 


On the Calendar 


*Classified by the Commission on Education as acceptable for 
postgraduate study credits under Category I. Members should 
report actual hours of attendance. Maximum hours listed when 


available. 


Oct. 24-27. American Heart Association, scientific sessions 
and annual meeting, San Francisco. 

*Oct. 27-29. Oklahoma City (Oklahoma) district chapter and 
Oklahoma City Clinical Society, 28th annual fall clinical 
conference, Biltmore Hotel, Okiahoma City. (18 hrs.) 

Oct. 27-31. American Public Health Association, 86th annual 
meeting, St. Louis, Mo. 

*Oct. 27-31 and Nov. 4-7. Chicago Medical Society, fall post- 
graduate courses, Hamilton Hotel, Chicago. (32 hrs.) 

*Oct. 29-30. University of Buffalo, course on psychiatric 
problems in general practice, Buffalo, N. Y. 

*Oct. 31—Nov. 2. Colorado chapter, annual meeting, Cosmopoli- 
tan Hotel, Denver. 

*Nov. 3-6. University of Nebraska and Creighton University 
School of Medicine, Omaha Mid-West Clinical Society, 
Sheraton-Fontenelle Hotel, Omaha. (34 hrs.) 

Nov. 3-6. Southern Medical Association, meeting, New Or- 
leans, La. 

*Nov. 3-7. Beth Israel Hospital, course on practical electro- 
cardiography, Boston, Mass. (30 hrs.) 

*Nov. 4-7. Mlinois chapter, annual meeting, Morrison Hotel, 
Chicago. (10 hrs.) 

*Nov. 5. Albany Medical College of Union University, Albany, 
N. Y., medical cruises to Caribbean and Panama, 
sailing Nov. 5 for 14 days. (30 hrs.) 

*Nov. 6-8. Wisconsin chapter and University of Wisconsin, course 
on general practice—1958, university hospitals, Madison. 
(20 hrs.) 

*Nov. 7. Wisconsin chapter, et al., conference on athletic injuries, 
Milwaukee Electric Company Auditorium, Milwaukee. 
(7 hrs.) 

*Nov. 9. Arkansas chapter, Arkansas Medical Society and Uni- 
versity of Arkansas, course on treatment of traffic injuries 
and review of antibiotics, Marion Hotel, Little Rock. (5 hrs.) 

*Nov. 10-14. New York University-Bellevue Medical Center, 
full-time course on arthritis and allied rheumatic 
disorders, New York City. 

*Nov. 10-14. New York University-Bellevue Medical Center, full- 
time course in hematology, New York City. 

*Nov.11-13. Michigan chapter, annual meeting, Sheraton 
Cadillac Hotel, Detroit. 

*Nov. 11-26. Ohie State University, Caribbean postgraduate 
medical seminar cruise, sail from Wilmington, N. C., 
15 days. (30 hrs.) 

“Nov. 12. Pennsylvania chapter, symposium on medical subjects, 
Allentown. (5 hrs.) 

“Nov. 12-13. University of Buffalo, course on fluid and electro- 
lyte therapy and parenteral nutrition, Buffalo, N. Y. 

*Nov. 14-15. University of Texas Postgraduate School of Medicine, 
third annual clinical conference on cancer chemo- 
therapy, Texas Medical Center, Houston. 

*Apr. 6-9, 1959. American Academy of General Practice, 11th 
Annual Scientific Assembly, Civic Auditorium, San Fran- 

cisco. (15 hrs.) 


GP October 1958 


sleep from 


Lotusate’ 


Former insomniacs awake refreshed, without lethargy, 
after sleep from Lotusate, new intermediate-acting 
barbiturate. This somnifacient acts in fifteen to thirty 
minutes—sleep lasts from six to eight hours. 


Lotusate looks different—comes in slender 
purple Caplets®—120 mg. (2 grains). 


Adult somnifacient dosage: 1 purple Caplet 
15 to 30 minutes before retiring. 


New somnifacient brings sleep— 
without lethargy 


LABORATORIES 
New York 18, N. Y. 


Lotusate (brand of talbutal) and Caplets, trademarks reg. U.S. Pat. Off. 
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ACCELERATE THE 
RECOVERY 
PROCESS WITH 


STREPTOKINASE-STREPTODORNASE 


*Reqg US Pat. Off 


‘AN CYANAMID COMPANY, 


LEDERLE LABORATORIES, a Division of AMERIC 
Pearl River, New York 
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James M. Kolb, M.D. 

Dr. Kolb, active AAGP member from Clarksville, 
Ark., is the new president-elect of the Arkansas State 
Medical Society. Just recently he was also named to 
the AMA Committee on Medical Practices by Dr. 
Vincent Askey, speaker of the AMA House of Delegates. 
He replaces Dr. R. B. Robins on the committee which 
is headed by Dr. Lester D. Bibler of Indianapolis. 


“| can't see why in the world you want 
to change a handsome face like that!” 
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News from the State Chapters 


‘The acceptance of federal money for projects which 
could and should be done by the local population is 
a sign that we are decaying, as a people,” warned 
Academy President-elect Fount Richardson of Fay- 
etteville, Ark., when he addressed Virginia chapter 
members at their recent eighth annual meeting in 
Virginia Beach. (See cut.) 

Dr. Richardson, who was key speaker at the annual 
business meeting and luncheon held at the Cavalier, 
spoke out against the Forand Bill. He also told the 
assembled physicians and guests that during his 
forthcoming Academy presidency he would urge em- 
phasis of contacts with the medical schools and 
recommend “that they may produce more general 
practitioners.” ‘‘Research is ... attractive, but the 
production of physicians is a basic issue, a necessity,” 
the former Board president said. Dr. Richardson was 
introduced by AAGP director, Dr. Mary Elizabeth 
Johnston of Tazewell, Va. 

Dr. W. Linwood Ball of Richmond was installed in 
the first of two key medical posts in less than two 
months when he succeeded Dr. Malcolm H. Harris of 
West Point as president of the Virginia group. (See 
cut.) Dr. Ball was also elected- vice president of the 
AMA at its 107th annual meeting in San Francisco. 

All of Virginia’s new officers and directors were 
installed by the Rev. Henry Barton of Virginia Beach. 
Dr. Fletcher J. Wright, Jr., Petersburg, was elected 
president-elect and Dr. William J. Hagood, Jr., of 
Clover, vice president. Dr. R. G. McAllister and Dr. 
William A. Young, both of Richmond, were re-elected 
as secretary and treasurer, respectively. (See cut.) Re- 
elected as AAGP delegate was Dr. John O. Boyd, Jr., 
of Roanoke. His alternate is Dr. Rufus Brittain of 
Tazewell. 

New members of the Virginia board of directors are 
Dr. Richard C. Reed of Norfolk, Dr. Cecil B. Dixon of 
South Boston and Dr. Frank D. Daniel of Charlottes- 
ville. 

The four-day meeting began with a golf tournament 
for physicians, wives and exhibitors at the Cavalier 
Country Club on Thursday, May 8. 

The Friday morning program, given in conjunction 
with the Virginia Diabetes Association, featured as 
speakers Dr. Franklin B. Peck of Indianapolis, Ind. 
and Dr. C. J. O’Donovan of Kalamazoo, Mich. A panel 
discussion on ‘Current Problems in the Diagnosis and 
Management of Diabetes Mellitus” completed the 
morning. 

A clinical pathologic conference was next on the 
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Dr. Richardson Addresses Virginians —Dr. Fount Richardson, Acad- 
emy president-elect, was the key luncheon speaker during the Vir- 
ginia chapter’s eighth annual meeting held at the Cavalier in 
Virginia Beach. Shown here at the speakers table, left to right, are: 
Dr. W. Linwood Ball, new chapter president and AMA vice president; 
Mrs. Louise Greiner, executive secretary; Dr. M. H. Harris, past presi- 
dent; Dr. Richardson and Dr. F. J. Wright, Jr., new president-elect. 


Two Key Honors—Dr. W. Linwood Ball of Richmond, Va., accepts 
the gavel as incoming president of the Virginia chapter from 
Past President Malcolm H. Harris of West Point, at the annual 
meeting in Virginia Beach. Shortly after this meeting, Dr. Ball 
was elected vice president of the AMA at its San Francisco meeting. 


program, with Dr. Charles M. Caravati of Richmond 
speaking for the clinician and Arnold F. Strauss of 
Norfolk, the pathologist. 

Other afternoon speakers were Dr. Edwin I. Smith 
of Norfolk and Dr. Abraham Stone, director, Margaret 
Sanger Research Center, New York City. Dr. Stone, 
who spoke on “The Physician as a Marriage Coun- 
sellor,” appeared by arrangement with the Virginia 
League for Planned Parenthood. Following his speech, 
the league sponsored a reception with Dr. Stone meet- 
ing informally with interested physicians. 

A showing of the Academy Anniversary film, ““Build- 
ing for Tomorrow,” and dancing completed the day’s 
activities. 

Saturday’s program included a heart symposium 
arranged by the Virginia Heart Association, a panel 
discussion and the following speakers: Dr. Oscar 
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25% MORE PROTEIN, RICHER FLAVOR 
THAN ORDINARY NONFAT MILK! 


Carnation Instant is a new crystal form of nonfat milk 
—and brings important Self-Enriched flavor and Seif- 
Enriched nutritional advantages to low fat diets. Deli- 
cious for drinking, Carnation Instant enriches itself 
merely by the addition of one extra tablespoon of crys- 
tals per glass or 14 cup extra crystals per quart. 
Result : “Difficult” patients stay on low fat diets. They 
respond to a richer and more palatable flavor, receive 
25% more protein with each glassful — actually 41.3 
grams of essential protein per quart. 

CONVENIENT. And Carnation Instant is convenient, 
too—mixes instantly and completely even in ice-cold 
water—with a slight twirl. Ready to drink, immedi- 
ately, in the office, at home or away from home. It’s 
always cupboard-handy. 
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Swineford, Jr., University of Virginia Medical School, 
Charlottesville, Va.; Dr. Edward F. Bland, Massa- 
chusetts General Hospital, Boston; Dr. Henry H. 
Dixon, University of Oregon Medical School, Portland 
and Dr. J. Donald Woodruff, The Hospital for Women, 
Baltimore, Md. Dr. Woodruff’s appearance was ar- 
ranged by the Virginia Division of the American Cancer 
Society. 

Speakers for the final day of the meeting were Dr. 
William Parson, University of Virginia Medical School ; 
Dr. Joseph Hughes, Woman’s Medical College of 
Pennsylvania, Philadelphia and Dr. Louise F. Galvin, 
director, Bureau of Crippled Children, Virginia State 
Department of Health. 

A cocktail party preceded the annual dinner-dance 
in the Panorama Room of the Cavalier, with music by 
Larry Elliott and his orchestra. (See cut.) 

General chairman for the meeting was Dr. Harry M. 
Frieden of Norfolk; his co-chairman was Dr. William 
L, Taliaferro, also of Norfolk. 

A full program was planned for wives and guests by 
the Woman’s Auxiliary of the Virginia chapter, with 
Mrs. Richard C. Reed of Norfolk as chairman and 
Mrs. Aubrey L. Shelton, Norfolk, her co-chairman. 
Cocktail parties, a luncheon and fashion show, coffee 
hour and the dinner-dance were scheduled. 
> Dr. Amos R. Little, Jr., Helena, Mont., is the 
newly-installed president of the Montana chapter. He 
succeeds Dr. William E. Harris of Livingston. 

Other new officers elected at the June 20-21 meeting 
at.the Northern Hotel in Billings are Drs. Philip D. 
Pallister, Boulder, vice president; Harry R. Soltero, 
Billings, president-elect and Vernon D. Standish, Big 
Timber, who was re-elected secretary-treasurer. 

Speakers at Montana’s eighth annual scientific as- 
sembly were: Drs. Alexander C. Johnson, Great Falls, 
Mont.; Andrew S. Tomb, Victoria, Tex.; Anthony V. 
Pisciotta, Milwaukee, Wis.; Chauncey C. Maher, 
Chicago; Morris K. Crothers, Salem, Ore. ; Edward W. 
Gibbs, Billings and Perry Berg, Billings. 

The guest lecturers’ topics included various phases 
of cardiology, psychiatry in general practice, treatment 
of acute injuries, needle therapy and anemia of preg- 
nancy. 

Washington Member John O. Milligan of Seattle, 
who is also a member of the Academy’s Commission on 
Membership and Credentials, delivered the address at 
the annual banquet. 
> A full and varied program, with topics ranging from 
Viruses to obstetric hypnosis, has been planned for 
New York State chapter members at their tenth annual 
scientific meeting October 19-23 in Rochester. 

The three-day program will be held in the Rochester 
War Memorial, with several business and social events 
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To Guide Old Dominion—These seven leaders were installed at the 
eighth annual scientific and business session of the Virginia chapter. 
They are, seated left to right: Dr. Fletcher J. Wright, Jr., Petersburg, 
president-elect; Dr. W. Linwood Ball, Richmond, president and 
Dr. William J. Hagood, Jr., Clover, vice president. Standing, left to 
right, are: Dr. R. G. McAllister, Richmond, secretary; Dr. Richard C. 
Reed, Norfolk, director; Dr. Frank D. Daniel, Charlottesville, director 
and Dr. William A. Young, Richmond, treasurer. Not shown is Dr. 
Cecil B. Dixon of South Boston, also elected to the board of directors. 


No Room to Spare—A packed dance floor was the scene of the annual 
dinner dance of the Virginia chapter in the Panorama Room of the 


Cavalier in Virginia Beach. Larry Elliott and his orchestra pro- 
vided musical entertainment for the physicians and wives. 


being held at the Sheraton Hotel and the Rochester 
Club. 

The first speaker on the October 20 program and 
moderator for his topic section is Dr. Jacob Koomen, 
chief of the communicable disease control section, 
North Carolina Department of Health. The topic will 
be ‘Viruses Today.” Discussing the “In the Labora- 
tory” phase will be Dr. John E. Hotchin, New York 
State Department of Health. 

Next on the program is Dr. Paul Wehrle, Upstate 
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help account for the acuity of the tactile mech- 
“Built-in” sensitivity identifies every RAMSES® 
ave unexcelled gubber prophylactic. RAMSES are pre- 
designed for fullest sensitivity. Many physicians me” 
husbands will cooperate readily in the treatment 
| wives when you acquaint them with RAMS ES, 
425 West 55th Stivet, New York 19, 
ISES 15 regrs! of Julius Schmid, inc, 


Medical Center, Syracuse, N. Y., who will speak on 
‘In the Practice of Medicine—The Respiratory 
Viruses.”” The topic of Dr. David T. Karzon, Univer- 
sity of Buffalo, is ‘In the Practice of Medicine—The 
Enteroviruses.” 

Following the county chapter officers luncheon at 
the Sheraton, a panel on “Pediatric Behavior Prob- 
lems” will be held with Dr. Dane Prugh, University of 
Rochester, as moderator. His panel members are: Drs. 
Reginald Lourie, George Washington University and 
Children’s Hospital, Washington, D. C.; Albert 
Sullivan, University of Rochester and Barbara Korsch, 
Cornell Medical College, New York City. 

The state officers and delegates dinner will precede 
a night session of the congress of delegates. 

Dr. Earl D. Osborne, chief of dermatology and 
syphilology, Meyer Memorial and Buffalo General 
Hospital, will be the opening speaker on October 21. 
His topic will be ‘“The Treatment of Common Skin 
Diseases in Infants, Children and Adults.” 

Treating Injuries and Diseases of the Eye” will be 
discussed by Dr. Albert Snell, University of Rochester. 
Final morning speaker will be Dr. Harry Bacon, Temple 
University Medical School, Philadelphia, whose topic 
is “Office Proctology.” 

Dr. Willard Allen, Washington University, St. 
Louis, Mo., will next moderate a “Symposium on 
Female Hormones.” 

Remaining afternoon speakers and their topics are: 
Dr. Edwin C. Hamblen, Duke University, Durham, 
N. C., ‘The Use of Hormones in Functional Uterine 
Bleeding”; Dr. Charles Lloyd, State University of 
New York, Upstate Medical Center, Syracuse, N. Y., 
“The Use of Hormones in Amenorrhea” and Dr. 
William Madden, Genesee Hospital and Strong Me- 
morial Hospital, Rochester, N. Y., “The Use of 
Hormones in Habitual Abortion and Infertility.” 

The last day’s program features a presentation on 
“Oral Hypoglycemic Agents in the Management of 
Diabetes” by Dr. Alexander Marble, The Joslin Clinic, 
Boston. A discussion of this will follow with these 
participants: Dr. Charles B. F. Gibbs, Rochester 
General Hospital, Rochester, N. Y.; Dr. Joseph Izzo, 
Strong Memorial Hospital, Rochester and Dr. William 
Petry, Park Avenue Hospital and Strong Memorial 
Hospital. 

The next speaker, Dr. George Moore, director, 
Roswell Park Memorial Institute, Buffalo, N. Y., will 
speak on “Cancer as of October 22nd, 1958.” 

Final topic for the meeting is hypnosis. William T. 
Heron, Ph.D., professor of psychology, University of 
Minnesota, Miassipalie, will moderate a discussion 
on “Medical Hypnosis.” “Hypnosis Viewed by the 
Anesthetist” will be discussed by Dr. Edward Leder- 
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man, Baltimore, Md. Dr. Theodore Mandy, Baltimore, 
will speak on ‘Hypnosis in Obstetrics.” ‘Hypnosis in 
Surgery” as the final phase of the discussion will be 
covered by Dr. Elmer Hofman, Baltimore. 

Meeting plans include the annual dinner-dance to 
be held at the Rochester Club. Entertainment will be 
by The Marimba Masters, with dancing to Len Haw- 
ley’s orchestra. 

Side trips to the Eastman Kodak Park Plant and the 
new pharmaceutical plant of the R. J. Strasenburgh 
Company are also scheduled. 
> To aid in covering the Academy’s largest chapter, 
California, two associate editors have been appointed 
to assist Frank W. Norman, editor of the California 
GP. 

The two new editors, representing the northern and 
southern parts of the state are Dr. Robert A. Major of 
San Francisco and Dr. Richard H. Watt of Beverly 
Hills. Dr. Major spent most of his life in Texas before 


AAGP Headquarters Building Shares Setting of Milles 
Masterpiece— State officers attending the annual con- 
ference last month in Kansas City had an opportunity 
to be at the dedication of the new William Volker 
Memorial Fountain which is in view of the Academy 
headquarters building. The unveiling of the $125,000 
fountain was held September 20 on opening day of the 
officers’ conference. The fountain, the last work of 
internationally acclaimed Swedish sculptor, Carl 
Milles, was dedicated to the memory of Kansas City 
Philanthropist William Volker. The main figure is 
a large equestrian statue of St. Martin of Tours cut- 
ting his cloak in half to share it with a kneeling beg- 
gar. The fountain is 60 feet wide and 200 feet long. 
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Oatmeal Needs 


No Fortification 


Oarmeat is “Nature-Fortified” with more 
protein, more thiamine, and more phosphorous ~ 
than any other whole-grain cereal. The germ 
and outer layers of the oat kernel, contain- 
ing a natural wealth of protein, vitamins, and 
minerals, are not removed in the processing 
of oatmeal—their full, natural nutrient value 
is retained. 


Oatmeal is never subjected to high-tempera- 
ture toasting processes which may damage 
the quality of protein and affect its growth- 
promoting value. Neither in its processing nor 
in its cooking in the home does oatmeal suffer 
a loss of protein value or mineral content. 


Quaker Oats and Mother’s For these reasons oatmeal needs no fortifi- 


cation. A bowl of cooked oatmeal is nature- 


Oats Company, are identi- laden with quality protein, B vitamins, and 
cal. Both brands are avail- 
able in the Quick (cooks in essential minerals—as rich as the whole oat 
one minute) and the Old- f 
Sees mae hin. kernels themselves on the day they are har 
are of equal nutrient value. vested. 


The Quaker Oats @mpany 
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- moving to California in 1957. Dr. Watt, born in New 
York, came to Beverly Hills in 1938. He was president 
of the General Practice Section of the Los Angeles 
County Medical Association last year. 

p> The District of Columbia chapter installed new 
officers early this month with Dr. Maurice van Kins- 
bergen succeeding Dr. C. Roger Kurtz as president. 

Newly-installed vice president is Dr. Beveridge 
Miller. Dr. Ernest Aschenbach is secretary and Dr. 
William R. Perkins is treasurer. 
p> Mayo Civic Auditorium of the Mayo Clinic in 
Rochester, Minn. will be the location of Minnesota 
chapter’s eighth annual refresher meeting later this 
month. 

The day and a half meeting is scheduled for Octo- 
ber 21-22. Members of the Mayo Clinic will offer the 
program, with several distinguished guests also sched- 
uled. Exhibits, limited to 45, will be shown in the arena 
area adjacent to the auditorium. 

The annual luncheon will be held at noon, October 
22. 
> In an effort to end the current dispute between the 
Wisconsin state and county medical societies over 
their respective Blue Shield plans, the Wisconsin chap- 
ter has offered its help by recommending that the 
county and state societies should either merge or 
unify their competing plans “‘as to objectives, methods 
and field of responsibility.” 

The dispute began last February when the state 
society cancelled an arrangement permitting the Blue 
Cross hospital insurance plan to act as sales agent for 
the Wisconsin Physicians Service plan of medical- 
surgical insurance. Until then Blue Cross had sold the 
two as a package in the state outside Milwaukee 
County. Now Blue Cross is selling surgical care as a 
companion to its own hospital plan in several counties 
bordering on and including Milwaukee while the state 
medical society has decided to develop a hospital 
insurance plan of its own to sell with Wisconsin 
Physicians Service. 
> Members of the North Carolina chapter will be 
attending their annual scientific program in Durham 
this month, on October 19-21, at the Hotel Washing- 
ton Duke. 

Thirteen speakers are scheduled for the program 
covering such topics as hypnosis, tranquilizers and 
leukemia in children. 

First presentation on the program will be on “Func- 
tional Bleeding Diagnosis and Treatment,” given by 
Dr. Robert Ross, University of North Carolina Medical 
School. Dr. Bayard Carter and Kenneth Cuyler, Ph.D., 
Duke Medical School, will speak on ‘Early Diagnosis 
and Evaluation of Cancer of the Cervix.” 

“Hypnosis in Obstetrics” is the topic of Drs. J. 
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Leonard Goldner, Duke Medical School, and Charles 
Flower, University of North Carolina School of Med- 
icine. 

A joint program with the sixth medical district of 
North Carolina will be held following lunch. The 
North Carolina chapter is holding this annual meeting 
in conjunction with the medical district. 

Dr. George Silver, Duke Medical School, will lead 
off the afternoon program, speaking on ““Tranquilizers 
—Uses and Abuses.” “Evaluation of Various Agents 
New and Old in Treatment of Hypertension” will be 
discussed by Dr. James Woods, University of North 
Carolina Medical School. Dr. William Nicholson from 
Duke Medical School will speak on “Hypoglycemic 
Agents.” 

The annual banquet and dance will be held that 
evening. 

The next day’s speakers and their topics include: 
Dr. Doris Howell, Duke Medical School, ‘'Anemias 
and Leukemias of Children”; Dr. John Overman, 
Duke Medical School, ‘Present Status of Immunology 
in Children”; Dr. John Arnold, University of North 
Carolina Medical School, ‘Acute Respiratory Infec- 
tions in Children, Diagnosis and Treatment” and 
Drs. John Sessions and George Penick, University of 
North Carolina Medical School, “Case to Concern 


Gastro-intestinal Problem and Hemorrhage.” 


“Junior is a Pre-Med.” 
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POLTOX 


WHEN JELLY ALONE 
IS ADVISED 


when the jelly-alone’ method 

is advised, NEW Koromex@> 
the outstandingly competent 
spermatocidic agent... 
is now available 

to physicians. 


AVAILABILITY, ANOTHER H-R “FIRST”. . . 
Large tube of Koromex@ vaginal jelly, 125 grams, with 


patented measured dose applicator, is supplied in a 
washable, appealingly feminine zippered kit, at no extra gh ge TYPE BASE 
: charge, for home storage. Boric Acid ......... osencesscece 2.0% 
The 125 gram tube of Koromex@ may also be bought 
ae RS separately at any time. Factual literature sent upon request. 


HOLLAND-RANTOS CO., INC. e 145 HUDSON STREET, NEW YORK 13, WN. Y. 
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WHAT HAPPENED to the Jenkins-Keogh bill? 

The following is a chronologic report of Congres- 
sional activities in the 85th Congress affecting HR 10, 
a bill to encourage the establishment of voluntary 
pension plans by self-employed individuals. 

January 3, 1957. Representatives Thomas Jenkins, 
(R-O.) and Eugene Keogh, (D-N.Y.) introduced 
HR 9 and HR 10, respectively. As introduced, these 
identical bills would have allowed the self-employed 
a yearly tax deferment of sums (up to 10 per cent of 
adjusted gross income or $5,000, whichever was the 
smaller) used to purchase annuities or put into restricted 
retirement funds. The maximum lifetime deduction 
would be $100,000. The benefits from the annuity 
or retirement fund would be subject to income taxes 
when they were received. 

June 25, 1957. HR 8381, a bill to relieve unintended 
hardships and benefits under the tax laws, was intro- 
duced by Representative Wilbur Mills, (D-Ark.). This 
bill contained a provision to amend the law dealing 
with the purchasing of annuities (in lieu of wages) 
for part-time employees of tax-exempt organizations. 

July 9, 1957. HR 8381 was favorably reported by the 
House Ways and Means Committee with the recom- 
mendation that it be passed by the House. 

January 24, 1958. The House Ways and Means 
Committee, having scheduled month-long hearings 
on tax revision, set aside this date for testimony on the 
Jenkins-Keogh proposal. The self-employed were 
represented at the hearings by the American Thrift 
Assembly, organized by the American Medical As- 
sociation, the American Bar Association, the American 
Dental Association, National Association of Real 
Estate Boards and the National Association of Retail 
Druggists and supported by many other. organiza- 
tions. The theme of the ATA was that Jenkins- 
Keogh was necessary to right a long-standing inequity 
in the tax laws which discriminated against the self- 
employed. Under existing law, 30 million employed 
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The AMA Washington Report highlights 
legislative activity of interest to physicians. 

Prepared exclusively for GP by the AMA’s Washington Office, 
this monthly feature presents a running box score 

of important legislative action. 


AMA Washington Report 


individuals receive a tax benefit by not having their 
employer’s contribution toward their retirement plans 
considered as part of taxable income. 


Attacks Loss Estimate 


Roger F. Murray, Associate Dean of Columbia’s 
Graduate School of Business, attacked the Treasury 
Department’s estimate of $400 million annual revenue 
loss. Dean Murray, an expert in the savings habits of 
Americans, stated that he believed that, relatively few 
of the people who would be eligible under HR 10 
would use the provisions in the early years after 
enactment. He estimated that the revenue loss would 
be closer to $160 million. 


AMA Pleads for Passage 


Dr. F. J. L. Blasingame submitted a statement on 
behalf of the AMA. In addition to the above points, 
Dr. Blasingame stated that passage of the Jenkins- 
Keogh bill might help offset the maldistribution of 
physicians in this country. He explained that unless 
something is done to make self-employment as finan- 
cially attractive as the employee relationship, more 
and more physicians will migrate to the urban areas 
where opportunities for employment exist. 

January 28, 1958. The House passed HR 8381. 

January 30, 1958. Senator John Sparkman (D- 
Ala.) and 36 senators introduced S$ 3194, a bill 
to provide tax relief for small business. Section 3 of 
the bill is identical to HR 10 except that its provisions 
would apply to any individual not covered by an 
employer’s retirement program and the annual de- 
duction would be limited to 10 per cent of adjusted 
gross income or $1,000, whichever is the less. 

July 24, 1958. HR 10 was favorably reported by the 
House Ways and Means Committee. As reported by 
the committee, the bill provided for an annual de- 
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Avoids CKoudimoss in hypertension therapy 


Rautensin (the alseroxylon fraction of 
Rauwolfia) offers simple, safe, effective and 
easy-to-manage therapy for the complex 
problem of hypertension. Rautensin produces 
agradual and sustained dropin blood pressure 
...calms and soothes the anxious patient 
without loss of alertness...slows accelerated 
pulse. Patients on this regimen show marked 
reduction of anxiety with a simultaneous 
increase in intellectual and psychomotor 
efficiency.! 


With the use of the alseroxylon fraction of 
Rauwolfia, side actions ‘‘...are either 
completely absent or so mild as to be 
inconsequential” and there is “...no danger 
of sudden rebound of the blood pressure.””? 
Furthermore, alseroxylon was found less 
prone to cause mental depression,* and does 
not usually cause drowsiness. Rautensin is 
purified and therefore free of inert dross 
present in the whole root. 


1. Wright, W. T. Jr.; Pokorny, C., and Foster, T. L.: J. Kansas M. Soc. 
57:410, 1956. 

2. Terman, L. A.: Illinois MJ. 3:67, 1957. 

3. Moyer, J. H.; Dennis, E., and Ford, R.: Arch. Int. Med. 96:530, 1955. 


Rautensin’ 


The purified alkaloid complex of Rauwolfia with total therapeutic activity—minimal side effects. 
Each tablet contains 2 mg. purified Rauwolfia serpentina alkaloids (alseroxylon fraction) 


SMITH-DORSEY « Lincoln, Nebraska « A Division of The Wander Company 
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subject to the income tax. 


ployees of tax-exempt, nonprofit organizations. 


Rules Suspension Invoked 


estimate of a $360 million revenue loss. 


priate ... 


“at the earliest possible time.” 


amendment to “the first appropriate tax bill.” 


Senate Debates Adoption 


August 12, 1958. The Senate, in evening session, 
began debate on HR 8381. (That morning the AMA 
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duction of 10 per cent of adjusted gross income or 
$2,500, whichever is smaller. The maximum lifetime 
deduction would be equal to 20 times the annual 
deduction but could not be greater than $50,000. 
Self-employed individuals who have been under an 
employer’s pension plan for less than 20 years would 
be eligible to take the deduction for enough years 
to bring them up to 20 years’ coverage. Individuals 
over 50 years of age on January 1, 1959 would be 
allowed an additional one-tenth of the annual de- 
duction for each year they were over 50 on that 
date. Thus, an individual age 60 could deduct 20 
per cent of income or $5,000, whichever is smaller. 
No deduction would be allowed after age 70 in any 
case. When benefits were received, they would be 


July 28, 1958. HR 8381 was favorably reported by 
the Senate Finance Committee. It still contained the 
provision dealing with annuities for part-time em- 


July 29, 1958. House passed HR 10 under a 
suspension of the rules. (Under this procedure, which 
allows the bypassing of the House Rules Committee, 
proponents and opponents of the bill each have 20 
minutes to debate the bill; no amendments can be 
offered, and to pass, the bill must receive a two-thirds, 
rather than a majority, vote.) During the debate, 
only one member of the House stated his opposition 
to passage of the bill. He did not oppose the principle 
of the bill although he felt it only removed part of the 


discrimination. His primary concern was the Treasury’s 


August 7, 1958. Senator Harry F. Byrd (D-Va.) 
expressed his inability to understand why HR 10 was 
held so long in the House and then sent to the Senate 
at such a late date. He announced that he had re- 
ceived an adverse report on the bill from the Treasury 
Department ($365 million revenue loss and “inappro- 
when general tax relief and reforms have 
had to be postponed”). Senator Byrd stated that the 
Senate Finance Committee had other bills scheduled 
for some time to come, but that hearings would be held 


August 8, 1958. Senator Charles E. Potter (R- 
Mich.) announced his intention to offer HR 10 as an 


Washington Office hand delivered an analysis of the 
House-passed version of HR 10 to every senator, 
requesting support for Senator Potter’s amendment.) 
Senator Potter called up his amendment for debate and 
stated his reasons why it should be adopted. 

Senator Russell Long (D-La.) raised the question 
of cost, using the Treasury’s figures, and then attacked 
the amendment because it does not cover employees 
not covered by employers’ pension plans. 

Senator Prescott Bush (R-Conn.) stated that, 
reluctantly, he would vote against the amendment. 
**These taxpayers (the self-employed) may well need 
relief, but so do many other taxpayers to whom this 
amendment would not apply.” 

Senator Frank Lausche (D-Ohio) asked if after one 
hour of argument (provided under the rule of debate) 
“the Senate would proceed to spend $350 million 
worth of the taxpayers’ money, without a hearing be- 
fore the Senate Finance Committee . . .” 

Senator Wayne Morse (D-Ore.) then offered Sec- 
tion 3 of S 3194 as an amendment to the Potter amend- 
ment. He attacked the Potter amendment as dis- 
criminatory and urged passage of his proposal. 

In a colloquy with Senator Byrd, it was developed 
that estimates of revenue loss under the Morse amend- 
ment ran from $500 million to $1.9 billion. Senator 
Morse stated, ‘‘... we cannot sacrifice uniformity of 
tax justice in the United States for money.” Senator 
Byrd observed that “the Senator from Virginia is in 
favor of equality, but he is not in favor of losing $2 
billion or $3 billion in revenue. Therefore, I carinot 
accept the amendment.” 

Senator Robert Kerr (D-Okla.) raised a point of 
order. “Is the Potter amendment germane to the 
bill... .?” Senator Paul Douglas, in the chair as 
presiding officer of the Senate, ruled that the amend- 
ment was germane. Senator Kerr appealed this ruling 
to the Senate. Then came the hope-shattering vote. 

The Senate voted, 52 to 32, that neither the Morse 
or Potter amendment was germane. Thus, a tax bill 
was ruled out of order as an amendment to a tax bill. 

With the exception of those who spoke against the 
amendments on the floor, it is difficult to assess the 
reason why a given senator voted to overrule the 
chair. It could have been because he was (a) against 
the Keogh bill; (b) against the Morse amendment; 
or (c) he did not believe either amendment should 
be made a part of the legislation under consideration. 

August 24, 1958. Congress adjourns. HR 10 dies 
in Senate Finance Committee waiting for hearings. 

In the long history of this bill, it had come closer 
to enactment than ever before. This fact will greatly 
strengthen the possibilities for favorable consideration 
in the next Congress. 
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numbers 


Capillary and Vascular Integrity 


and the identifiable biologically-active components of citrus 


An abundance of evidence indicates the con- 
tributing role of certain identified citrus 
bioflavonoids in the treatment of capillary and 
vascular impairment resulting from stress 
conditions. The stress may be imposed by 
nutritional deficiencies, environment, drugs, 


HESPERIDIN 


Hesperidin Complex 
Hesperidin Methyl Chalcone 


Synergism with Ascorbic Acid 
Potentiation of Epinephrine 

Inde 
Anti-hyaluronidase Effect 


Effect on Capillary Fragility 


of leading pharmac manufacturers. 


ERIODICTYOL 


These are incorporated in the following products manufactured exclusively by Sunkist: 


chemicals, toxins, virus, or infection. 

The wide range of application embraces: 
inflammatory, cardio-vascular, metabolic and 
infectious diseases and spontaneous abortion. 

The identified flavonoid chemical entities 
under intensive investigation are: 


DIOSMIN 


Hesperidin Purified Sources of Hesperidin 
5 wae The available source of Eriodictyol and Diosmin, 
Lemon Bioflavonoid Complex found in no other citrus fruit. ve 
Their biological activity has been demonstrated, including: 
ndent Vasoconstrictor Action 
Protection against (Selye) DOCA-Salt Injury resembling periarteritis 


Sunkist Growers 


PRODUCTS DEPARTMENT 


PHARMACEUTICAL DIVISION - ONTARIO, CALIFORNIA 


° . .. first in research to identify and make available the physiologically-active components of citrus fruits. 
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